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FOREWORD. 

The  volume  submitted  herewith  represents  our  effort  to  give  the  Society  a  con- 
cise survey  of  its  membership;  its  aims  and  objects  and  a  faithful  report  of  its  activi- 
ties as  presented  at  the  Twenty-Third  Annual  Session.  If  in  our  endeavor  to  be 
concise  we  have  omitted  any  matter  which  it  might  be  deemed  wiser  to  retain,  we  ask 
your  indulgence  for  our  overzealousness. 

The  well-known  medical  publishing  firm  of  Paul  B.  Hoeber  has  kindly  undertaken 
the  publication  of  the  Transactions  and  we  feel  that  this  will  assure  better  distribu- 
tion of  them  among  those  of  the  medical  profession  who  are  interested  in  proctology. 

JOSEPH  F.  MONTAGUE,  Editor. 
RALPH  W.  JACKSON, 

Publication  Committee. 
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ITS  OBJECT  SHALL  BE  THE  CULTIVATION  AND   PRO' 

MOTION  OF  KNOWLEDGE  IN  WHATEVER  RELATES  TO 

DISEASES  OF  THE  RECTUM  AND  COLON. 

Article  n  of  the  Constitution. 


PRESIDENTIAL  ADDRESS. 

SOME  OBSERVATIONS,  CHIEFLY  CLINICAL,  ON  INFECTIONS 

OF  THE   RECTUM  AND  ADJACENT  STRUCTURES,   WITH 

SPECIAL  REFERENCE  TO  PRURITUS. 

Granville  S.  Hanes,  M.  D.,  F.  A.  C.  S. 

LOUISVILLE,    KY. 

I  deem  it  my  first  duty  to  offer  an  apology  for  departing  from  the 
established  custom  of  presenting  a  presidential  address  dealing  with  the 
history,  progress  and  policies  of  the  Society,  as  has  been  tenaciously 
adhered  to  by  those  who  have  gone  before  me. 

There  are  two  distinct  reasons  for  my  pursuing  a  course  different 
from  that  of  my  predecessors. 

First.  You  who  have  honored  me  with  the  presidency  of  this  Society, 
with  the  able  members  of  the  Council,  have  so  well  perfected  its  affairs 
that  I  feel  wholly  incapable  of  commenting  or  of  advancing  views  that 
would  be  of  interest  or  value  to  the  organization. 

Second.  For  a  number  of  years  I  have  been  profoundly  interested 
in  the  clinical  manifestations  and  treatment  of  chronic  infections  of  the 
structures  composing  the  pelvic  outlet  and  its  surroundings.  Especially 
have  I  been  interested  in  the  treatment  of  the  affection  known  as  pruritus 
ani  and  vulvae. 

Since  I  have  been  engaged  in  an  original  clinical  study  for  three  years, 
particularly  of  pruritic  affections  of  these  parts,  I  have  selected  this 
occasion  to  narrate  my  experiences  and  offer  them  to  you  for  comment 
and  criticism. 

While  it  is  true  that  most  surgeons,  and  not  a  few  physicians,  believe 
that  pruritus  ani  is  bacterial  in  origin,  I  feel  sure  that  we  would  be 
surprised  if  we  knew  the  large  number  of  physicians,  and  especially 
neurologists,  who  do  not  concur  in  this  view.  I  am  certain  this  difference 
in  opinion  can  be  attributed  to  the  fact  that  the  patient  is  not  carefully 
examined  and  the  pathology  observed.  Particularly  is  this  true  in  exami- 
nations made  of  the  tissues  which  are  out  of  view  except  when  instru- 
ments are  employed.  Surgeons,  especially,  have  the  opportunity  when 
the  anal  muscles  are  dilated  to  see  pathological  states  that  otherwise 
would  never  be  suspected.  Therefore  they  have  the  opportunity  of  observ- 
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mg  the  cond.t.ons  which  are  primarily  responsible  for  the  external 
manifestations    Those,  who  do  not  believe  that  pruritus  InlisdZtl 
bacterial  act.vitj-,  generally  hold  to  the  opinion  that  thie  ILt,  a 
neurotic,  partake  of  improper  diet,  etc.  Of  course  what  iTave  to  ay  w 
rest  upon  the  hypothesis  that  pruritus  ani  and  vulvae  and  manv  Lie 
con  itions  involving  the  tissues  composing  the  pelvic  o^Z^lTJ^^l 


in  origin. 


While  my  investigations  have  led  me  to  numerous  conclusions  which 
differ  from  those  formerly  entertained,  I  admit  that  I  am  in  a  changing 
psychological  state,  and  do  not  feel  certain  in  many  respects  wTere'v 
course  will  terminate.  Therefore  I  do  not  come  before  vouwtharr 
ments  that  are  absolutely  and   unequivocally  settled.' but'^ltl; 

Further  I  have  allowed  my  investigations,  so  far  as  I  was  able  to 
follow  natural  courses  and  have  not  allowed  myself  to  become  biased 
by  arguments  or  conclusions  previously  presented  and  passed  In  oZ^ 
words,  when  in  one  stage  of  in^  estigation,  unexpected  and  new  cond 
ions  arose,  I  allowed  myself  to  follow  further  developments  uZ 
admit,  I  have  gone  far  from  many  of  the  formerly  accepted  theo riel 
regarding  the  nature  and  treatment  of  diseases  in  tWs  part  o  the  ^d 

it  is  a  noubl  7'  ^  '''  """"  °''''  °"'^'"  of  P^ntus  ani  and  vuWae 
It  IS  a  notable  fact  that  every  method  or  plan  of  treatment,  which  Im 
been  suggested,  has  fallen  far  short  of  the  hopes  entertained  for  it  and 
many  have  been  completely  abandoned. 

It  ,s  entirely  inappropriate  for  me  to  comment  at  length  on  the  nature 
and  extraordinary  characteristics  of  this  affection,  more  than  to  repeat 
what  a  patient,  so  affected,  said  while  in  my  office  two  weeks  ago  A 
words  were   •  I  have  a  small  family,  but  make  a  good  salary   I  have  a 
number  of  friends  who  are  excellent  doctors,  and  I  am  sure  tha   each  of 
them  has  made  every  possible  efllort  to  relieve  me.  They  have  been 
reasonable  m  their  charges,  but  today  I  am  in  the  deplorable  fmanci, 
state  of  having  spent  all  my  means,  and  am  still  afflicted  with  a  disease 
which  has  almost  wrecked  my  life  and  has  made  it  impossible  ^or  me  to 
care  for  my  family  as  I  have  always  hoped  "  He  said  rZZ      V 

then,  when  on  y  a  slight  sensation  necessitates  gentle  rubbing  of  a    mall 
area,  w.tinn  a  few  minutes  I  am  wild  and  no  less  than  a  maniac  L  hou 

He::dLain"",°h  "T':!'^  """  '  ^"  ""^"  '''  '"«-"«  of  morphine." 
pruritus  am.     The  above  ,s  not  very  unlike  the  experiences  most 
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patients  relate  who  have  the  severe  and  intractible  type  of  pruritus  ani 
or  vulvae. 

I  beg  your  indulgence  while  I  relate  my  experience  in  dealing  with 
these  patients  after  returning  from  Europe  in  April,  19 19.  Soon  after 
resuming  practice  I  had  under  my  care  a  half  dozen  cases  of  severe  pruri- 
tus ani.  I  felt  that  I  was  reasonably  familiar  with  most  methods  of 
treating  this  affection,  but,  when  I  began  to  consider  seriously  what  could 
be  done,  it  was  evident  that  little  encouragement  could  be  offered  for 
prompt,  complete  and  permanent  rehef. 

A  few  years  previous  to  the  war  I  attempted  some  original  investiga- 
tions on  this  subject,  which  did  not  terminate  by  any  means  in  a  success- 
ful manner.  Now  I  reviewed  some  of  the  ground  gone  over  then,  and  was 
deeply  impressed  with  the  fact  that  when,  on  numerous  occasions  while 
operating  for  pruritus  ani,  an  incision  was  made  through  the  junction 
of  the  mucous  membrane  and  skin  posteriorly,  a  probe  could  be  easily 
passed  without  obstruction  under  the  anal  skin  margin  forward  to  the 
perineum  and  often  to  the  scrotum  or  to  the  vaginal  margin  or  backward 
to  the  tip  of  the  coccyx.  I  had  seen  this  condition  so  often,  that  it  had 
profoundly  impressed  me,  and  I  could  not  feel  otherwise  than  that  it  had 
an  important  relation  to  this  peculiar  affection. 

I  might  state  here  that  there  are  not  a  few  surgeons  who  claim  that  a 
probe  may  be  introduced  under  the  skin,  as  I  have  described,  in  all 
patients.  This  is  incorrect  and  can  be  proved  so  by  any  one  who  will 
attempt  the  same  in  a  series  of  cases.  I  do  not  make  the  claim 
that  every  one,  on  whom  this  can  be  accomplished,  is  affected  with 
pruritus,  but  do  claim  that  the  phenomenon  indicates  a  diseased  and 
destructive  state  of  the  tissues,  which  will  again  be  referred  to  in 
this  paper. 

Knowing  thus  the  presence  of  potential  cavities  under  the  skin,  it 
occurred  to  me  that  some  agent  might  be  introduced  by  means  of  a  hypo- 
dermic needle  into  them  to  destroy  the  factors  responsible  for  their  exist- 
ence, and  so  obliterate  them. 

For  the  sake  of  experimentation  I  conceived  the  idea  of  injecting 
warm  vaseline  under  the  pruritic  skin  into  the  cavities  and  noting  the 
results.  The  point  selected  in  my  trial  case  was  midway  between  the 
posterior  anal  margin  and  the  tip  of  the  coccyx,  where  the  patient's 
itching  had  been  intolerable.  After  the  vaseline  had  been  sterilized  and 
drawn  into  the  syringe,  the  needle  was  introduced  through  the  hard 
leathery  skin,  and  to  my  utter  astonishment  the  point  of  the  needle  met 
with  no  resistence  when  the  skin  was  punctured.  While  I  knew  that 
there  were  potential  cavities  under  the  diseased  skin,  it  was  now  im- 
pressed upon  me  in  a  different  manner  and  1  felt  more  secure  in  my 
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former  conclusions.  The  vaseline  was  slowly  introduced  to  the  amount 
of  about  six  drachms,  without  pain  or  particular  sensation  of  any  kind, 
and  nothing  but  a  shght  fulness  under  the  skin  gave  different  evidence 
of  the  condition  before  injection.  The  patient  experienced  no  relief 
whatever  from  his  itching. 

As  I  had  but  httle  confidence  in  the  vaseline,  I  thought  next  of  bis- 
muth paste.  This  occurred  to  me  on  account  of  having  used  it  in  a  number 
of  fistulae,  which  had  extended  high  up  b}^  the  rectum  and  above  the 
pelvic  brim,  where  it  was  impossible  to  operate.  These  patients  were 
cured,  and  at  the  Detroit  meeting  I  showed  a  number  of  lantern  shdes 
illustrating  the  closure  of  these  cavities  in  different  stages  after  they  had 
been  completely  distended  with  bismuth.  If  bismuth  paste  effected  the 
closure  in  these  instances,  why  should  it  not  be  depended  on  in  the 
cavities  surrounding  the  anal  orifice  in  pruritus  ani? 

The  site  selected  in  my  trial  case  was  about  that  of  the  one  in  which 
I  injected  the  vaseline.  The  same  observation  was  made  that  the  needle, 
as  soon  as  the  skin  was  punctured,  was  free  from  obstruction,  and  the 
bismuth  was  easily  introduced  though  under  greater  pressure  than  the 
vasehne  required.  The  paste  passed  forward  to  the  left  anal  margin  and 
for  half  of  the  distance  anterior  to  the  anus.  As  the  disease  involved  the 
skin  more  than  two  inches  around  the  anal  margin,  an  arm  of  the  paste 
passed  at  right  angles  to  the  anus  an  inch  and  a  half  to  the  left,  and  also 
backward  under  the  skin  posterior  to  the  needle.  The  greatest  evidence 
of  tumefaction"  was  at  the  extremity  of  the  column  extending  to  the  left 
of  the  anal  margin.  The  patient  experienced  no  discomfort  from  the 
procedure  and  returned  to  his  home  soon  after  the  injection.  Between 
seven  and  eight  o'clock  that  evening  he  called  and  said  that  he  had  such 
an  intolerable  aching  in  the  region  where  the  bismuth  was  introduced, 
that  he  would  have  to  have  relief.  I  advised  him  to  use  hot  applications, 
sit  in  hot  water,  take  ten  grains  of  aspirin  and  call  the  next  morning. 
At  eleven  o'clock  the  next  morning  he  appeared  in  my  office  in  an  ugly 
state  of  mind,  saying  that  he  had  spent  the  entire  night  and  most  of  the 
forenoon  in  a  tub  of  hot  water.  I  gave  him  codeine  and  assured  him  that 
it  would  give  him  relief  for  the  remainder  of  the  day.  That  night  he  called 
again,  and  I  was  out,  but  he  succeeded  in  getting  my  assistant  and  they 
wrestled  till  each  was  exhausted,  when  he  was  given  a  hypodermic  of 
morphine.  The  next  day  it  was  evident  that  more  heroic  measures  must 
be  employed  to  obtain  relief.  Novocaine  was  injected  and  an  incision 
made  over  the  most  prominent  part  of  the  tumor.  I  was  impressed  with 
the  difficulty  experienced  in  removing  the  bismuth.  Of  course,  that 
which  occupied  the  principal  cavity  was  easily  removed,  but  it  was 
astonishing  to  note  the  small  and  numerous  lateral  cavities  which  the 
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bismuth  had  penetrated  and  from  which  it  was  difficult  to  remove  it. 
This  observation  gave  me  the  deepest  inspiration  I  had  experienced 
up  to  that  time,  that  pruritus  ani  could  be  cured  by  injections  into 
these  cavities.  I  am  sorry  that  I  can  not  report  positively  on  this 
patient's  present  condition,  for  he  is  abroad  and  has  been  for  several 
months,  but  the  last  time  I  saw  him  he  said  that  the  tissues  in  the 
area,  where  the  bismuth  was  injected,  were  absolutely  free  from  itching. 
This  experience,  because  of  the  local  tenderness  and  great  discomfort 
for  a  number  of  weeks  after  the  injection,  convinced  me  that  bismuth 
paste  could  not  be  employed  successfully  in  the  treatment  of  pruritus 
ani. 

Now  my  enthusiasm  was  waning,  since  nothing  had  been  discovered 
which  seemed  to  have  any  practical  value  in  controlhng  this  dreadful 
affection,  but  again,  my  hopes  were  revived  when  I  had  on  hand  two  or 
three  pruritic  cases  in  which  stomach  analysis  had  been  made  and  ail 
showed  deficient  hydrochloric  acid.  It  occurred  to  me  that  hydrochloric 
acid  was  a  natural  product  of  the  body  tissues,  and  that  it  undoubtedly 
played  an  important  part  in  protecting  the  mucosa  of  the  stomach  from 
the  invasion  of  various  bacteria  ingested  with  the  food.  I  also  thought 
that  the  tissues  of  the  body  would  likely  tolerate  hydrochloric  acid 
better  than  other  agents,  which  came  to  my  mind,  such  as  carbolic  acid, 
hypochlorite  of  soda,  tincture  of  iodine,  arsenous  acid,  sulphuric  acid, 
nitric  acid,  etc.  If  hydrochloric  acid  was  germicidal  in  its  effect  and  the 
tissues  tolerated  it  fairly,  why  could  it  not  be  injected  into  pruritic 
tissues  affected  with  low  grade  bacterial  life,  and  destroy  the  offending 
bacteria  by  saturating  their  habitat  with  a  fluid  of  sufficient  strength 
to  prohibit  their  development  and,  at  the  same  time,  not  to  harm  the 
tissue  cells. 

A  trial  case  was  selected  and  the  next  important  question  was  to 
decide  the  strength  of  the  agent  to  be  used,  which  could  be  done  only  on 
empirical  grounds.  I  had  a  solution  1-200  and  another  1-500  prepared. 
The  patient  came  to  my  office  about  noon  on  Sunday  for  the  first  injec- 
tion. To  be  sure  that  I  was  protecting  him  from  harm,  I  selected  the 
weaker  preparation.  When  he  was  in  position,  the  needle  was  intro- 
duced and  the  solution  began  to  infiltrate  the  tissues,  the  commotion 
which  followed  was  scarcely  short  of  a  riot  in  my  office,  on  account  of 
the  terrific  burning  and  aching  which  was  produced.  As  soon  as  possible 
the  same  area  was  injected  with  a  solution  of  novocaine,  which  gave 
prompt  relief.  This  experience  led  me  to  the  positive  conclusion  that 
the  hydrochloric  acid  must  be  reduced  in  strength,  and  that  before 
injection  into  the  tissues,  it  would  be  necessarj^  to  use  local  anesthesia. 
The  hydrochloric  acid  was  then  reduced  to  1-1,000,  and^was  always 
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preceded  by  3^  per  cent  solution  of  novocaine.  At  this  time  the  injec- 
tions were  all  made  under  the  cutaneous  surfaces  with  the  conse- 
quence that  not  infrequently  superficial  abscesses  occurred.  The  next 
important  observation  was  that  frequently  patients,  within  a  few 
hours  after  injection,  had  aching,  high  temperature  and  chilly  sensa- 
tions, simulating  the  onset  of  influenza.  Most  of  these  cases  went  on 
to  abscess  formation  which  extended  over  a  period  of  about  four  days. 
It  was  found  that  a  small  puncture  through  the  skin,  allowing  easy 
escape  of  the  pus,  gave  the  patient  complete  and  immediate  relief. 
The  most  striking  feature  of  this  phase  of  the  treatment  was,  that 
there  was  no  tendency  to  subsequent  fistula,  which  always  occurs 
when  abscesses  form  in  this  region  due  to  bacterial  influences.  Numer- 
ous abscesses  have  resulted  from  this  treatment  without  a  single 
fistula  sequence. 

Within  four  or  five  months  we  discovered  that  the  solutions  were 
still  too  strong  and  w^ere  destructive  to  the  tissues.  As  I  now  use  them, 
they  range  betw^een  1-2,000  and  1-3,000.  For  several  months  I  practiced 
the  injection  of  equal  quantities  of,  first,  novocaine  ^^  per  cent,  second, 
quinine  and  urea  3^^  per  cent  and  then  hydrochloric  acid,  but  we 
continued  to  produce  abscesses.  For  the  past  six  months  I  have  used  only 
3^^  per  cent  solution  of  novocaine  with  1-2,000  or  1-3,000  hydrochloric 
acid  and  have  had  little  tendency  to  the  formation  of  abscesses.  I  have 
also  observed  that  the  tissues,  involved  in  abscess  reaction,  seldom 
need  further  treatment.  The  pruritus,  however,  has  been  at  once  and 
permanently  relieved  in  every  case. 

As  has  already  been  stated,  at  first  the  injections  were  made  under 
the  cutaneous  surfaces  involved  around  the  rectum,  and  those  around  the 
scrotum  and  vulva  if  likewise  involved.  If  the  injections  were  made  under 
sufficient  pressure  to  blanch  the  skin  and  especially  if  it  remained  dis- 
colored two  or  three  minutes,  sloughing  was  certain  to  occur. 

The  solutions  are  very  carefufly  made  from  chemically  pure  hydro- 
chloric acid  in  strength  of  1-1,500,  1-2,000,  1-3,000  and  1-200,  the  latter 
being  diluted  to  various  strengths  and  used  for  enemeta,  and  the  tech- 
nique employed  in  the  introduction  of  the  fluid,  has  been  changed  from 
time  to  time.  We  now  have  the  patient  assume  the  dorsal  posture  with 
the  hips  flexed  upon  the  abdomen  and  supported  by  the  patient's  own 
hands.  The  hips  are  brought  to  the  edge  of  the  table  and  the  leg  rest 
is  lowered. 

At  first  the  injections  were  made  at  the  anterior  and  posterior  anal 
margins,  passing  the  needle  under  the  diseased  surfaces  and  thoroughly 
depositing  the  fluids.  When  there  were  extensions  upon  the  vulva  or 
scrotum,  injections  were  also  made  under  the  areas  involved. 
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After  more  than  a  year's  experience,  I  observed  that  the  fluid  often 
passed  under  the  tissues  of  the  anus  up  to  its  junction  with  the  mucosa 
and  even  passed  above  that.  This  led  me  to  begin  injecting  under  the 
mucosa  at  this  junction.  Fluid  was  introduced  anteriorly,  posteriorly  and 
laterally  in  quantities  varying  from  15  to  30  c.c.  The  rehef  these  patients 
experienced  from  itching  would  have  aroused  profound  astonishment  in 
any  one  however  obtuse.  If  these  points  were  well  injected,  the  patients 
were  promptly  relieved  for  two  or  three  days.  Of  course,  in  a  great  many 
of  the  cases,  the  fluid,  when  under  pressure,  would  pass  out  under  the 
cutaneous  surfaces  for  one  or  two  inches.  After  additional  experience 
I  am  still  introducing  the  needle  at  the  four  points  previously  indicated, 
and  making  the  injections.  If  the  infection  extends  backward,  laterally, 
or  forward  a  considerable  distance  under  the  skin,  small  cutaneous 
injections  are  also  made.  I  have  recently  observed  that  the  injections 
have  not  been  made  high  enough  under  the  rectal  mucosa,  and  I  have  had 
two  cases,  particularly,  which  did  not  yield  as  promptly  as  those  ordi- 
narily treated,  and  it  was  found  that,  when  injections  were  made  up  under 
the  mucosa  three  or  four  inches,  or  even  more,  the  results  were  much 
improved.  As  will  be  shown  later,  the  tissues  surrounding  the  rectal 
wall  are  in  many  cases  diseased  as  high  as  the  peritoneal  reflection. 
Referring  again  to  potential  cavities  under  the  skin,  I  will  say  that  it  has 
been  proven  that  they  are  even  more  extensive  under  the  rectal  mucosa. 
Large  quantities  of  fluid  have  been  introduced  under  the  mucosa  with 
tumefaction  extending  in  various  directions  and  assuming  multitudinous 
forms.  When  the  needle,  which  may  be  four  or  five  inches  in  length  is 
inserted,  it  is  allowed  to  remain  in  situ  until  all  the  fluid  that  is  required 
at  this  point  is  introduced.  As  a  proof  that  the  needle  is  occupying  a 
position  where  the  point  is  surrounded  by  fluid,  which  is  not  taken  up  by 
the  tissues,  there  is  a  rapid  reflow^  through  the  needle  when  the  syringe 
is  disconnected.  In  several  instances,  when  the  pressure  was  quite 
marked,  the  fluid  would  spurt  out  two  or  three  inches,  and  I  have  put 
pressure  on  the  tumor  and  forced  the  fluid  through  the  needle  in  very 
rapid  drops  or  even  in  a  stream.  I  do  not  believe  that  any  argument 
could  be  more  conclusive  of  the  fact  that  there  are  potential  cavities 
under  the  mucous  membrane  and  skin  in  this  locality.  In  females  I  have 
repeatedly  introduced  the  needle  anteriorly  at  the  junction  of  the  recto- 
anal  tissues,  and  had  the  fluid  flow  backward  and  up  under  the  skin  to 
the  vaginal  margin,  and  in  males  almost  to  the  scrotum. 

The  amount  of  fluid  injected  depends  largely  on  the  extent  of  the 
disease  and  the  patient's  tolerance  of  the  procedure.  Perhaps  the  average 
dosage  might  be  estimated  at  60  c.c.  of  hydrochloric  acid  and  50  c.c.  of 
novocaine,  which  should  be  about  equally  distributed  at  the  four  points 
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given,  but  usually  are  more  posteriorly.  I  frequently  inject,  when  the 
solutions  pass  high  up  under  the  mucous  membrane,  as  many  as  loo  to 
130  c.c.  of  hydrochloric  acid,  but  rarely  go  over  50  c.c.  of  novocaine. 
The  largest  dose  of  hydrochloric  acid  I  have  yet  given  was  150  c.c, 
and  the  patient  did  not  show^  any  evidence  of  ill  effect  from  the  drug 
except  locally  a  great  deal  of  soreness. 

While  injecting  the  patient  experiences  but  httle  discomfort  from  the 
hydrochloric  acid,  if  novocaine  has  been  used  first.  It  must  not  be  for- 
gotten, however,  that  usually,  where  these  injections  are  indicated,  the 
anal  and  lower  rectal  tissues  are  in  a  state  of  chronic  inflammation, 
and  that  any  fluid  injected  into  them  causes  pain  by  its  mere  presence 
and  should,  therefore,  be  introduced  very  slowly  until  anesthesia  has 
been  acquired.  I  have  been  astonished  at  the  amount  of  pain  patients 
have  complained  of  when  the  local  anesthetic  was  being  introduced, 
unless  very  slowly  injected.  A  short  distance  above  the  anorectal  junc- 
tion little  pain  is  experienced  if  the  fluid  is  injected  under  the  mucous 
membrane  only,  since  these  structures  are  poorh*  supplied  with  sensory 
nerves. 

After  the  fluid  has  been  injected,  the  patient  is  free  from  pain  for 
about  fifteen  minutes,  and  then  a  burning  or  rather  aching  sets  in  which 
is  very  annoying  to  some  patients.  One  cannot  avoid  observing  the 
marked  diff"erence  in  the  amount  of  pain,  or  toleration  of  pain  in  various 
patients.  As  a  rule,  as  soon  as  the  injection  is  completed,  a  half  grain  of 
codeine  and  five  grains  of  aspirin  are  given.  Then  the  patient  lies  down 
and  hot  applications  are  made  until  there  is  relief.  This  may  take  fifteen 
minutes  to  an  hour  or,  if  a  large  injection  is  given,  the  patient  may  com- 
plain of  soreness  and  more  or  less  aching  foi;  two  or  three  daj-^s.  The 
phenomona  w^hich  follow  the  introduction  of  hydrochloric  acid  into  the 
tissues  in  this  locality,  are  so  variable  that  it  would  take  a  lengthy  article 
to  give  a  meager  description  of  them.  If  the  injections  are  given  high  in 
the  rectum  and  surrounding  tissues,  I  have  observed  that  there  is  much 
less  tendency  to  pain,  and  do  not  inject  more  than  two  thirds  the  amount 
of  novocain  used  in  the  lower  anal  and  rectal  tissues.  If  the  patient  is 
not  in  a  hospital,  he  should  not  be  allowed  to  leave  the  office  except  in 
the  care  of  some  one,  and  only  a  short  time  should  elapse  until  rest  may 
be  possible.  More  recently  I  have  been  inclined,  as  stated  before,  to  give 
larger  doses;  and  often  I  believe  it  is  advisable  to  give  a  large  dose  first 
either  anteriorly  or  posteriorly,  and  the  day  following  in  the  other  site; 
and  the  lateral  injections  may  be  given  in  the  same  manner. 

I  use  needles  varying  from  three  to  six  inches  in  length  in  much  of  the 
work,  the  very  long  ones  being  large  and  specially  made,  but  those  of 
regular  hypodermic  size  are  employed  when  injections  are  used  under  the 
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skin.  The  ordinary  glass  syringe  of  5  to  10  c.c.  capacity  is  usually  em- 
ployed. The  injection  of  any  fluid  into  dense  fibrous  tissue  with  an  ordi- 
nary syringe  is  almost  impossible,  and  it  will  be  found  advisable  to  inject 
near  the  periphery  and  proximally  in  fibrous  strictures.  I  feel  sure  that 
a  heavy  and  powerful  syringe  can  be  made,  whereby  fluids  can  be 
forced  into  the  very  center  of  fibrous  masses.  The  mechanical  effect  is 
itself  of  great  benefit,  and  the  dissolving  properties  of  the  acid,  when 
forced  into  fibrous  structures,  has  been  astonishing.  In  old  cases  of  pruri- 
tus ani  the  skin  is  tough  and  very  difficult  of  injection,  but  the  disease 
will  disappear  much  more  readily,  if  the  fibrous  structure  itself  is 
infiltrated  with  the  solution. 

In  the  treatment  of  pruritus  and  the  various  infections  about  the 
lower  bowel,  it  is  very  important  that  the  patient  employs  also  daily 
injections  of  various  astringents  and  antiseptic  solutions.  Argyrol, 
retained  in  mild  solutions  and  small  amounts,  aids  greatly  in  many  cases. 
If  a  careful  study  is  made  of  all  cases  of  pruritus,  it  wiU  be  found  that 
they  are  secondary  to  a  colon  infection  of  the  mucosa,  with  usually  a 
production  of  more  or  less  mucus.  When  these  patients  eat  certain  foods, 
they  often  have  the  itching  increased,  dependent,  of  course,  on  a  phase 
of  indigestion  which  increases  the  bacterial  activity,  flow  of  mucus, 
etc.  When  the  digestion  is  nearest  perfect,  bacterial  activity  at  a  mini- 
mum, and  mucus  least  in  amount,  the  pruritus  is  in  its  most  quiescent 
state. 

VARIOUS    CONDITIONS    IN    WHICH    HYDROCHLORIC   ACID   HAS   BEEN 

EMPLOYED. 

Pruritus  Ani.  It  is  important  that  we  observe  the  numerous  stages 
and  varieties  of  pruritus  ani.  In  what  we  might  term  the  simple  forms  or 
early  stages,  the  disease  is  not  deeply  seated  and  the  itching  not  so  per- 
sistent or  severe.  The  tissues  chiefly  involved  are  the  anorectal  junction, 
the  anal  canal  and  the  skin  surfaces  at  the  external  margin.  Of  course, 
this  variety  is  much  more  easily  treated  than  more  severe  infections. 

There  is  a  variety  of  pruritus  in  which  the  entire  rectal  wall,  the 
connective  and  cellular  tissue  surrounding  the  rectum,  and  the  struc- 
tures comprising  the  pelvic  floor  are  involved.  In  cases,  where  the  disease 
is  so  extensive,  the  anal  muscles  are  free  from  spasticity,  hypertrophy 
and  irritability.  All  the  rectal  tissues  in  this  type  of  infection  are  soft 
and  free  from  any  tendency  to  active  inflammation  or  fibrous  deposit. 
This  holds  true  in  all  the  tissues  involved,  including  the  skin  and  the 
structures  interposed  between  the  mucosa  and  skin.  The  needle,  when 
puncturing  any  of  these  tissues,  meets  but  little  resistance  and  some- 
times scarcely  more  than  if  passing  through  jelly. 
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Another  very  different  variety  is  the  type  of  infection  where  there 
is  marked  tendency  to  the  deposit  of  fibrous  tissue.  Here  the  anal  muscles 
are  contracted  and  hypertrophied  and,  when  a  needle  is  introduced  into 
the  anal  canal,  the  tissues  are  firm  and  resistant.  The  same  kind  of 
deposit  is  observed  when  the  needle  penetrates  the  rectal  mucosa  low 
down,  and  the  skin  is  very  thick  and  dense,  and,  in  some  cases,  whitish 
and  almost  as  impenetrable  as  leather. 

There  is  one  statement  I  wish  to  refute  with  great  emphasis,  and  that 
is  that  rubbing  or  scratching  is  responsible  for  the  thick,  parched, 
leathery  condition  of  the  skin,  whereas  some  of  the  worst  of  these  are 
luetics.  The  cases  with  considerable  discoloration  of  the  skin,  with  mod- 
erate folds  and  with  fibrous  tissue  deposits  in  moderate  degree,  represent 
the  ordinary  type  of  infection  as  we  see  it,  and  the  infection  is  most  likely 
due  to  specific  organisms  working  in  conjunction  with  other  influences, 
as  other  bacteria,  lues,  tuberculosis,  etc. 

Destruction  oj  Fibrous  Deposits.  I  have  injected  this  solution  into 
fibrous  rectal  strictures,  and,  while  its  action  is  slow,  the  effect  cannot 
be  denied.  My  present  knowledge  would  indicate  that  the  hydrochloric 
acid  has  some  dissolving  influence  on  such  deposits.  I  feel  sure  that  the 
solution  would  be  much  more  effective  if  it  could  be  forced  into  fibrous 
masses,  separating  the  fibers  by  force  and  leaving  the  hydrochloric 
acid  to  digest  or  dissolve  them.  It  should  be  injected  into  the  peripheral 
as  well  as  the  proximal  tissues. 

I  n  a  few  cases  I  have  passed  the  needle  along  fistulous  tracts,  where 
the  walls  were  composed  of  dense  fibrous  tissue,  and,  by  penetrating 
them  at  various  points,  have  injected  hydrochloric  acid  and  succeeded 
in  closing  the  sinuses.  It  is  better  to  inject  the  fluid  into  the  dense  walls 
and  then  into  the  periphery. 

The  most  absolute  proof,  I  am  capable  of  producing,  that  hydrochloric 
acid  does  dissolve  or  dispose  of  fibrous  tissue,  is  the  case  of  a  patient  who 
was  treated  for  pruritus  ani  by  x-ray  in  March  192 1,  producing  serious 
burns  of  the  buttocks.  I  first  saw  the  patient  last  September.  He  had  been 
in  the  hospital  nine  weeks  with  no  relief,  and  was  an  invalid,  and  so  great  a 
sufferer  that  morphine  w^as  necessary  to  relieve  him.  His  nerves  were  in  a 
deplorable  state,  and  he  was,  it  appeared  to  me,  in  a  hopeless  condition. 
Some  one  suggested,  since  no  treatment  had  given  any  relief  and  the 
patient  was  growing  worse,  that  all  the  diseased  tissues  should  be  excised. 
By  introducing  a  long  needle  at  a  few  points  I  found  the  dense  fibrous 
masses  extended  quite  to  the  bone  and  much  further  back  and  forward 
than  the  skin  lesion  showed.  Surgery  was  not  a  procedure  that  could  be 
considered.  I  had  treated  a  few  x-ray  burns,  and  had  no  hope  of  doing 
the  patient  permanent  good;  but,  to  try  to  relieve  his  pain,  I  put  him  on  a 
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commode  half  filled  with  hot  water  and  added  to  it  tincture  of  opium 
and  compound  tincture  of  benzoin.  This  did  afford  a  lot  of  temporary 
rehef  but,  of  course,  did  Httle,  so  far  as  could  be  observed,  to  effect  a 
cure. 

While  in  a  state  of  ignorance  as  to  what  might  be  done  to  help  tliis 
pitiable  sufferer,  it  occurred  to  me  that  I  had  used  hydrochloric  acid  suc- 
cessfully in  reducing  fibrous  structures.  As  there  was  nothing,  which  I 
knew  of,  which  offered  any  more  hope,  I  decided  to  try  hydrochloric  acid. 
To  settle  the  question  as  to  its  value  I  injected  one  side  only,  and  it  was 
a  most  difficult  task,  for  I  could  find  no  sj^inge  which  would  satisfactorily 
stand  the  immense  force  required  to  deposit  the  fluid  even  in  small 
quantities  in  the  fibrous  tissues.  The  patient  was  kept  in  the  hospital 
for  two  months,  when  he  returned  home,  and  it  appeared  that  the  lesion 
had  been  reduced  about  one-third.  He  returned  to  the  hospital  about  one 
month  later  to  report.  The  wound,  which  had  been  treated,  was  almost 
healed,  while  the  untreated  side  was  practically  the  same  in  size  as  it  was 
when  I  first  saw  it.  I  then  knew  I  could  cure  the  other  side,  which  has  been 
practically  effected.  The  patient  resumed  his  former  duties,  that  of  a 
bank  clerk,  in  April,  and  has  regained  his  normal  weight  and  feels  quite 
well. 

Chronic  Injection  oj  Anorectal  Tissues.  This  is  one  of  the  most 
frequent  and  difficult  conditions  with  which  we  have  to  deal,  and,  in 
almost  every  instance,  can  be  traced  to  earlier  infections  in  the  alimen- 
tary tract,  which  may  have  been  as  early  as  in  the  patient's  infancy. 
It  is  not  at  all  infrequent,  when  infants  are  affected  with  diarrhea  over  a 
considerable  period  of  time,  or  when  they  have  a  great  deal  of  trouble 
with  indigestion,  for  the  infection  to  extend  to  the  rectal  and  anal  tissues, 
and  there  to  remain  through  the  child's  life  into  manhood  or  woman- 
hood. These  patients  are  most  commonly  constipated,  or  may  have, 
especially  during  the  summer  season,  attacks  of  diarrhea,  and  later  on 
fissures,  ulcers  and  anal  papillae  are  frequently  observed.  These  types 
of  pathology  occur  as  the  result  of  low  grade  chronic  affections  of  the 
tissues.  I  have  found  that,  by  injecting  them  thoroughly  with  hydro- 
chloric acid,  the  anal  muscles  become  less  irritable  and  therefore  re- 
duced in  size,  constipation  is  remedied,  and  nervousness  relieved.  I 
have  repeatedly  injected  the  acid  through  the  skin  under  anal  fissures 
and  ulcers  with  the  effect  of  obtaining  complete  relief.  I  do  not  recom- 
mend or  propose  to  argue  that  this  is  the  preferable  method  of  dealing 
with  such  pathological  conditions  but  give  these  experiences,  embodied 
in  my  report,  as  evidence  that  hydrochloric  acid  has  a  marked  influence 
on  the  low  grade  infections  which  are  so  frequently  found  in  the  lower 
portion  of  the  rectal  and  anal  structures. 
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Piles.  These  have  been  treated  with  hydrochloric  acid,  and  repeat- 
edly have  been  reduced  or  have  entirely  disappeared.  The  injection  of  the 
fluid  is  made  freely,  not  into  the  hemorrhoidal  masses,  but  beneath  them. 
It  was  a  revelation  to  me,  when  injecting  into  exceedingly  large  hemor- 
rhoids, to  observe  the  manner  in  which  the  fluid  distended  the  rectal 
mucosa.  I  have  often  injected  from  40  to  50  c.c.  of  novocain  with  an 
equal  amount  of  hydrochloric  acid,  and,  when  introducing  the  finger 
into  the  rectum,  found  the  mucosa  distended  in  a  linear  direction  as  far 
as  I  could  palpate.  The  most  successful  case,  which  I  have  treated  by 
this  method,  was  a  man,  54  years  of  age,  who  had  an  immense  prolapse 
with  hemorrhoids.  When  under  the  influence  of  fatigue  the  entire 
hemorrhoidal  mass  protruded,  it  was  impossible  for  him  to  reduce  and 
keep  it  in  position  until  he  had  lain  down  for  a  brief  period.  This 
patient  had  four  injections  at  intervals  of  about  eight  days.  After  the 
first  injection,  within  five  or  six  days,  there  was  barely  any  tendency  to 
protrusion,  and  after  the  second  injection  there  was  no  intimation  of  it, 
and  examination  showed  last  week  that  all  the  redundant  tissue  had 
disappeared. 

Bleeding  Hemorrhoids  and  Granular  Tissues  at  the  AnorectalJ  unction. 
These  can  be  absolutely  controlled  by  injection  with  hydrochloric  acid. 
As  an  illustration  of  the  spectacular  results  from  this  treatment,  I  will  cite 
the  instance  of  a  young  woman  who  had  been  having  daily,  for  more 
than  a  month,  hemorrhages,  w-hich  occurred  most  profusely  when  the 
bowels  acted,  but  often  between  the  acts.  The  blood  was  bright  red,  and 
the  source  could  be  easily  seen.  Various  astringents  had  been  used  without 
result,  w^hereas  a  single  injection  of  the  acid  around  the  ring  of  anal  tissues 
promptly  relieved  her,  and  there  has  been  no  sign  of  bleeding  to  this  date, 
two  months  later. 

Reflex  Pain.  This  is  often  due  to  disease  in  the  region  of  the  rectum 
and  anus.  I  believe  that  we  will  soon  be  able  to  prove  without  question 
that  lumbago,  pains  reflected  into  the  hips,  sciatica,  bladder  irritation, 
etc.,  are  due  to  deep  infections  in  these  tissues,  and  that  they  can  be 
relieved  by  the  proper  injection  of  hydrochloric  acid.  Time  will  not  per- 
mit me  to  relate  some  astonishing  results  which  I  have  observed  in 
such  cases,  after  treatment  with  the  acid. 

Rectal  Prolapse  in  Adults.  In  children,  except  in  cases  where  there 
are  complications,  such  as  stone  in  the  bladder,  polypus,  etc.,  prolapse  in 
children  is  very  easy  to  cure;  but  in  adults,  a  large  rectal  prolapse  is 
difficult  to  cure.  I  have  treated  two  cases  of  this  in  men  who  were  pre- 
viously operated  on  without  success.  After  the  experience,  which  I  have 
related  in  treating  hemorrhoids,  it  occurred  to  me  that  procedentia  recti 
might  be  successfully  treated  by  the  same  method.  One  case  in  the  Louis- 
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ville  City  Hospital  had  been  operated  on  a  year  previous  without  reHef, 
and  I  decided  to  experiment  on  him  with  hydrochloric  acid.  Here  again 
I  was  greatly  surprised  to  find  that  the  tissues,  when  the  long  needle  was 
introduced  high,  literally  drank  up  the  fluid  with  no  tendency  to  tume- 
faction. This  patient  had  an  irrigation  every  morning  and  the  bowels 
acted  while  in  the  recumbent  posture.  After  the  first  injection,  three  and 
half  months  ago,  the  bowel  never  prolapsed,  but  for  a  week  or  two  there 
was  a  sensation  of  fulness  in  the  lower  rectum  when  the  bowels  acted. 
He  had  six  treatments  at  intervals  of  one  week.  About  two  weeks  ago 
his  elder  brother,  who  Hves  in  Michigan,  came  for  him,  and  at  that  time 
he  was  occupying  the  normal  sitting  posture  when  the  bowels  acted  with 
no  sign  of  prolapse,  and  stated  that  he  felt  normal. 

The  second  case  was  of  more  interest  because  the  patient  w^as  in  a 
more  vigorous,  younger  man,  on  whom  an  operation  had  been  done  and 
various  other  kinds  of  treatment  employed.  The  prolapse  was  very  large, 
and  a  moderate  sized  hand  could  have  been  introduced  by  the  muscles 
into  the  rectum  with  but  little  resistance.  He  had  a  tendency  to  indiges- 
tion and  was,  in  general,  quite  apprehensive  and  nervous.  The  first 
injection  consisted  of  20  c.c.  of  hydrochloric  acid  posteriorly,  and  15 
c.c.  on  either  side  and  anteriorly,  with  an  equal  amount  of  novocaine. 
There  was  very  little  tendency  to  tumefaction,  either  low  or  in  the 
tissues  high  up,  and  the  fluids  returned  rapidly  when  the  syringe  was 
disconnected.  As  he  had  quite  a  tendency  to  constipation,  a  mild  laxative 
was  given  and  the  bowels  allowed  to  act  in  the  recumbent  posture.  There 
was  but  little  discomfort  experienced  after  the  first  injection.  Since  he 
lived  in  another  town  and  it  was  impossible  for  him  to  remain  away  a 
long  time,  on  March  27th,  60  c.c.  of  1-2,000  hydrochloric  acid  w^as  intro- 
duced posteriorly,  and  20  c.c.  anteriorly  and  in  either  side.  There  was  no 
tumefaction,  but  the  entire  rectal  mucosa,  as  far  as  the  finger  could 
reach,  felt  boggy,  and  the  skin  was  discolored  for  13^^  to  2  inches  around 
the  anal  margin.  When  the  injections  were  completed,  the  skin  was  raised 
very  perceptibly  as  far  as  the  discoloration  extended,  which  undoubtedly 
showed  that  the  infection  had  invaded  to  this  extent  the  entire  thickness 
of  the  pelvic  floor.  As  soon  as  the  treatment  was  given,  the  patient 
became  very  nervous,  restless,  cold  and  clammy,  with  pulse  very  slow  and 
weak,  but  complained  of  no  pain,  and  was  given  whiskey  and  aromatic 
ammonia.  In  three  or  four  hours  he  became  hysterical  and  said  he  was 
going  to  die,  but  within  six  or  eight  hours  he  was  comfortable.  He 
remained  in  the  hospital  a  few  days  and  returned  home  feeling  quite  well. 
Since  the  first  injection  the  patient  has  never  had  the  slightest  feeling 
that  the  bowel  was  prolapsing  at  the  time  of  defecation.  He  returned 
April  25th,  and  another  injection  of  about  60  c.c.  of  hydrochloric  acid 
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was  introduced,  from  which  he  had  little  discomfort,  and  he  returned 
to  his  home  the  next  day.  I  telephoned  him  on  the  i6th  of  this  month, 
and  his  wife  reported  that  he  was  in  Jacksonville,  and  was  experiencing 
no  trouble  whatever.  I  might  add  that  the  patient's  general  condition 
was  greatly  improved  in  the  interval  between  the  first  and  second 
treatments. 

Psoriasis.  While  treating  a  man  from  Texas,  his  wife  asked  what 
could  be  done  for  a  psoriasis  on  her  knee,  of  which  she  had  complained 
for  a  long  time  but  could  find  no  cure.  I  suggested  that  we  might  try 
hydrochloric  acid  and  the  treatment  was  given.  That  was  last  August, 
and  last  week  she  wrote  me  that  she  was  entirely  relieved.  I  had  a  second 
case  of  psoriasis  last  November  in  a  woman  from  Ohio.  Hers  was  on  the 
arm,  was  of  a  more  acute  variety,  and  was  giving  her  a  great  deal  of 
trouble.  We  injected  hydrochloric  acid,  and  she  w^as  relieved  of  the 
itching  promptly,  but  had  chilliness,  aching  and  temperature.  I  heard 
from  her  a  few  days  ago  that  she  has  never  had  any  symptoms  since 
the  treatment. 

There  are  three  other  phases  of  this  subject  in  which  I  am  much 
interested. 

The  first  is  that  chronic  state  of  disease,  affecting  the  anal  tissues  and 
those  at  the  anorectal  junction,  in  which  we  have  skin  tags,  irritable, 
hypertrophied  muscles,  fissures,  ulcers,  constipation,  reflex  pains,  bleed- 
ing from  granular  surfaces,  nervousness,  etc.,  I  feel  sure  that  hydrochloric 
acid  or  other  agents  may  be  injected  into  these  tissues  and  give  relief. 
Constipation,  hemorrhage  and,  in  fact,  all  the  symptoms  I  have  just 
mentioned  have  been  reheved  frequently  by  injecting  the  acid.  There  is 
no  doubt  about  our  overlooking  these  low  grade  infections  and  failing 
to  cure  a  large  percentage  of  sufferers,  which  we  could  easily  avoid  by 
this  treatment. 

The  second  is  chronic  disease  in  the  deep  rectal  structures  in  front  of 
and  to  the  sides  of  the  coccyx  and  sacrum.  I  have  under  observation  now  a 
patient  with  pain  in  the  sacroihac  region  in  addition  to  extensive  disease 
in  the  rectal  outlet,  who  has  afforded  a  source  for  much  speculation.  In 
this  case  the  needle  was  introduced  in  front  of  the  lower  sacrum,  and,  when 
the  syringe  was  detached  and  the  needle  left  in  situ,  the  fluid  streamed 
out.  She  has  now  had  three  deep  treatments  and  is  entirely  relieved  of 
her  back  or  sacroiliac  symptoms.  Another  patient  who  had  lumbago 
was  completely  relieved  by  four  injections.  Still  another  case,  which  is 
of  much  interest,  showed  fistulous  tracts  extending  from  the  rectum  to 
near  the  head  of  the  right  femur.  He  had  a  great  deal  of  pain  extending 
into  his  leg  below  the  knee,  which  has  been  reheved  by  curing  the  sinuses 
with  bismuth. 
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All  this  leads  us  to  wonder  wheat  backaches,  kimbago,  sciatica,  etc., 
are  really  due  to,  w  hen  there  is  no  evident  cause. 

The  last,  which  I  will  mention,  and  one  of  the  most  interesting  obser- 
vations I  have  made,  is  the  frequent  burning  and  desire  to  void,  espe- 
cially in  women,  due  to  unsuspected  disease  in  the  anterior  rectal  wall 
adjacent  to  the  bladder  and  urethra.  This  disease  is  also  a  frequent  cause 
of  nocturnal  micturition  in  children,  and  I  now  have  two  boys  under 
observation  thus  affected.  No  genitourinary  disease  in  the  anterior 
rectal  wall  can  be  found  in  most  of  the  cases.  If  one  will  look  for  these 
cases  he  will  be  surprised  at  their  frequency  and  the  rehef  that  can  be 
given  by  injecting  hydrochloric  acid. 

In  conclusion  I  wish  to  say  that  I  have  endeavored  to  report  my 
observations  on  the  injection  of  hydrochloric  acid  over  a  period  of  almost 
three  years.  It  has  been  by  far  tiie  most  interesting,  and,  I  might  say, 
exciting  experience  of  my  professional  hfe,  and  hardly  a  day  goes  by  that 
some  new  phase  of  the  subject  does  not  unfold  itself.  Primarily  hydro- 
chloric acid  was  injected  for  the  rehef  of  pruritus  ani,  and  success  in  this 
treatment  led  to  the  use  of  the  remedy  in  other  conditions,  and  thus  the 
story  developed. 


THE  ETIOLOGY  AND  PATHOGENESIS  OF  ANAL  PRURITUS 
AND  PRURITUS  ANI. 

Joseph  F.  Montague,  M.  D. 

new  york,  n.  y. 

Disregarding  for  the  time  being  the  question  of  whether  we  are 
dealing  with  a  symptom  or  a  disease,  and  proceeding  under  the  assump- 
tion that  this  condition  is  an  actuahty  and  not  merely  a  hallucination 
existent  only  in  the  patient's  mind,  we  find,  upon  consideration,  that  we 
are  dealing  with  a  certain  sensation  of  irritation,  which  is  projected  in 
consciousness  to  a  very  definite  area  of  the  body.  This  area  consists 
of  the  terminal  three-quarter  inch  of  the  anal  canal,  the  mucocutaneous 
margin  and  an  elHptical  area  of  perianal  skin,  which  extends  two  and 
three-quarter  inches  anteriorly  and  posteriorly  from  the  center  of  the  anal 
orifice  and  two  inches  laterally  on  both  sides  from  the  same  point.  This 
is  the  area  in  which  or  throughout  which  the  conditions  under  discus- 
sion play  havoc,  and,  inasmuch  as  the  symptoms  arc  clinically  uniform 
throughout  this  zone,  I  am  going  to  refer  to  it,  for  the  sake  of  conven- 
ience, as  the  pruritic  zone. 


1 6  Joseph  F.  Montague 

We  have,  then,  a  sensation  of  irritation  projected  in  consciousness  to 
the  pruritic  zone,  which  area  is  supplied  by  the  first  four  sacral  segments 
of  the  spinal  cord.  If  then  we  admit,  as  we  must  in  view  of  the  invalidity 
of  the  psychic  theory  that  it  is  the  conscious  appreciation  of  an  irritation, 
we  must  find  the  source  of  such  stimulation  and  consequent  irritation. 
Needless  to  say  the  territory  which  we  must  survey  extends  over  the 
entire  area  of  the  nervous  system. 

Knowing  that  according  to  MuIIers  "Law  of  the  Specific  Energy  of 
the  Senses"  no  kind  of  sensation  can  be  produced  by  external  causes, 
which  cannot  be  equally  excited  in  the  absence  of  external  causes  by 
intrinsic  changes  in  our  nerves,  we  must  look  with  critical  eye  not  only 
upon  the  perceptual  apparatus  of  the  nervous  system,  by  means  of  which, 
changes  in  the  external  world  are  translated  from  stimuli  into  appro- 
priate nerve  impulses,  but  we  must  also  scan  the  conducting  apparatus 
as  being  capable  under  certain  conditions  of  giving  rise  to  like  impres- 
sions. Thus  pruritus,  being  a  sensation,  may  actually  be  perceived  in 
consciousness  by  appropriate  changes  within  the  nerve  channels  without 
regard  to  stimuli  received  at  the  perceptual  end  organs,  and  this  is 
actually  noticed  in  those  cases  without  evident  local  pathology.  Within 
the  sense  of  the  above  quoted  law  the  sensation  may  arise  from  stimula- 
tion at  any  susceptible  focus  in  the  nervous  pathway  from  the  periphery 
to  the  cerebral  cortex. 

Where  are  these  points  of  susceptibility  to  stimulation  and  conse- 
quent irritation?  The  presence  of  the  myelin  sheath  around  the  conduct- 
ing nerve  fibers  precludes  the  probabilities  of  stimulation  along  these 
pathways  and  narrows  the  probabilitis  to  three  points,  namely,  the 
peripheral  end  organs  or  unmyelinated  fibers  immediately  proximal 
thereto,  the  synaptic  junctions  or  proximities  in  the  posterior  spinal 
ganglion  or  the  lateral  horn  of  the  spinal  cord  or,  lastly  in  the  cortical 
cells  of  the  brain. 

The  discussion  thus  far  has  brought  me  to  a  point  where,  admitting 
that  a  real  sensation  is  evoked,  I  must  needs  classify  the  causes  which 
evoke  it.  I  am  quite  conscious  of  the  fact  that  the  usual  classification  of 
such  causes  is:  constitutional,  reflex  and  local — but,  since  it  is  my 
object  to  make  this  a  complete  analysis,  the  analytical  process  must  be 
pursued  until  a  fundamental  basis  is  struck  from  which  a  theory  can  be 
erected. 

The  most  fundamental  and  the  most  useful  classification  which  pre- 
sents itself  to  my  mind  is  that  of: 

1.  Direct  pruritus. 

2.  Indirect  pruritus. 
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Under  the  heading  of  direct  pruritus  we  can,  with  good  logic,  place  all 
those  various  causes  which  affect  their  stimulation  by  direct  action  upon 
the  peripheral  nerve  endings  in  the  pruritic  zone.  The  action  may  be  on  or 
in  the  skin  of  this  zone  and  still  be  a  direct  pruritus. 

The  group  of  causes,  which  I  am  including  under  the  generic  term  of 
indirect  pruritus,  includes  all  those  which  have  hitherto  been  called 
constitutional  or  reflex.  To  both  of  these  terms  I  have  strong  objection  on 
the  ground  that  they  are  neither  descriptive  nor  accurate.  Hence,  as 
misleading  appeflations,  they  should  be  aboHshed. 

To  substantiate  this  suggestion  and  to  refute  any  possible  counter 
argument  on  the  part  of  those  who  are  well  satisfied  with  these  terms,  I 
will  immediately  submit  my  own  views  on  direct  and  indirect  pruritus. 
At  a  little  later  point  I  will  explain,  on  the  basis  of  my  own  theory,  the 
relation  these  conditions  have  to  pruritus  ani. 

To  set  forth  in  greater  detail  exactlj^  what  I  mean  by  the  term 
direct  pruritus,  I  would  state  that  in  all  those  cases,  in  which  traumatism 
of  the  peripheral  nerve  endings  occurs  by  virtue  of  abrasion,  avulsion, 
compression,  physical  or  chemical  maceration  of  the  epidermis  and  its 
therein  contained  peripheral  end  organs  and  the  amyelinated  nerve  fibers 
immediately  proximal  thereto,  direct  pruritus  occurs.  In  other  words 
such  processes  are,  in  my  opinion,  sufficient  to  cause  the  generation  of 
afferent  stimuli  of  greater  intensity  than  those  causing  normal  tactile 
sensations,  and  that  these  abnormally  intense  afferent  stimuli  are 
perceived  in  consciousness  as  irritation. 

The  peripheral  location  of  the  causative  agent  in  direct  pruritus 
can  be  demonstrated  by  the  complete  removal  of  the  pruritus  by  the 
infiltration  of  the  epidermis  in  this  region  with  local  anesthetics  or  by 
operative  procedure  such  as  scral  a  nerve  blocking  or  superficial 
neurotomy. 

As  to  indirect  pruritus  innumerable  clinical  observations  and  the 
bulk  of  medical  literature  will  support  the  statements  that  I  am  about  to 
make.  I  quote  no  authorities  for  the  reason  that  they  have  been  observed 
and  reported  by  so  many  that  it  is  needless. 

In  many  of  those  chronic  diseases  of  the  stomach,  associated  with 
dyspepsia,  which  will  be  termed  chronic  gastritis  there  is  added  to  the 
clinical  picture  the  condition  known  as  pruritus  ani.  This  is  particularly 
true  in  cases  associated  with  much  gastric  fermentation.  In  these  cases  a 
cure  or  relief  of  the  gastric  condition  often  brings  about  a  parallel  relief 
in  the  pruritus.  Medical  literature  reports  the  association  in  some  cases 
of  carcinoma  of  the  stomach  with  pruritus,  and  many  other  chronic 
diseases  of  the  gastrointestinal  tract  such  as  chronic  colitis,  chronic 
constipation,  fecal  retention,  and  so  forth,  have  also  been  observed  to 
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have  an  apparent  relation  with  the  causation  of  pruritus  ani  or  anal 
pruritus. 

In  a  closely  similar  manner  an  apparent  identical  relation  has  been 
seen  to  exist  in  some  cases  with  chronic  diseases  of  the  genitourinary 
tract.  As  examples  of  this  chronic  endometritis,  chronic  prostatitis, 
hypertrophied  prostate  and  chronic  urethritis  may  be  mentioned. 

Of  the  other  chronic  visceral  diseases  which  at  times  appear  to  bear 
a  relation  to  this  condition,  obstructive  derangements  of  the  liver,  such 
as  hypertrophic  cirrhosis,  are  notable  instances.  Chronic  cholecystitis, 
chronic  nephritis,  cystic  calculus  and  neoplastic  growths  of  the  liver 
have  each  contributed  their  share  of  examples  of  this  relation  to  pruritus 
ani  or  anal  pruritus.  Other  instances  might  be  furnished,  but  these 
are  sufficient  at  present  for  our  purpose. 

Bearing  in  mind  the  observations  above  mentioned,  it  will  be  noted 
that  the  general  truth  involved  is  that  chronic  visceral  diseases  are  very 
frequently  associated  with  pruritus  ani  and  anal  pruritus.  These  chronic 
visceral  diseases  are  those  that  are  associated  in  most  cases  with  chronic 
inflammation  and,  in  almost  all  cases,  with  a  departure  in  size  from  the 
normal,  either  by  virtue  of  hypertrophy,  hyperplasia,  congestion  or 
distention.  Knowing  that  each  of  these  viscera  is  supplied  with  a  net- 
work of  nerve  fibers,  which  are  particularly  abundant  in  the  capsule, 
it  is  logical  to  assume  that  a  departure  from  the  normal  size  of  such  organ 
would  cause  the  generation  of  aff^erent  nervous  stimuli.  Those  diseases, 
which  Osier  states  have  pruritus  as  a  concurrent  condition,  are  diabetes, 
Hodgkin's  disease,  lymphoid  leukemia  and  exophthalmic  goiter.  All 
of  these  diseases,  it  will  be  noted,  involve  a  departure  in  size  of  the 
viscera  they  aff"ect. 

This  is  my  firm  belief:  Whenever  a  viscus  is  the  seat  of  a  chronic 
inflammation,  congestion,  hyperplasia,  hypertrophy,  distention  or  dilata- 
tion, a  stream  of  aff'erent  stimuli  is  generated  by  the  mechanical  tension 
on  the  neural  arborizations  terminating  in  its  capsule,  and  such  stimuli 
are  transmitted  by  the  afl^erent  visceral  nerves  to  the  central  nervous 
system. 

The  viscera,  however,  are  supplied  by  fibers  of  the  autonomic  nervous 
system  and  these  fibers  are  not  able  to  convey  pain.  Langley,  Gaskel  and 
Ransom  have,  however,  proved  that  the  aff'erent  nerves  from  these 
viscera  come  into  synaptic  relation  with  the  somatic  aff'erents  in  the 
ganglia  of  the  posterior  nerve  and  also  in  the  lateral  horn  of  the  spinal 
cord. 

It  seems  plausible,  therefore,  to  assume  that  these  abnormal  aff'erent 
impulses  from  the  viscera  lead  to  the  stimulation  of  somatic  aff'erents 
by  creating  an  irritable  focus  in  the  posterior  spinal  ganglion,  and  that, 
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the  function  of  sensation  i^eing  more  commonly  utilized  in  reference  to 
the  somatic  afFerents,  the  irritant  stimulus  is  referred  in  consciousness, 
not  to  its  true  source  i)ut  to  the  place  from  which  such  stimuh  are  habitu- 
ally received,  and  hence  the  irritation  is  referred  to  the  skin  of  the  area 
supphed  by  the  particular  somatic  afferent  nerve  affected.  This  is  a 
transference  of  sensation  which  is  exactly  analogous  in  principal  with  the 
misreference  of  pain,  but  that  it  is  not  a  reflex  must  be  evident  from  an 
examination  of  the  anatomical  facts. 

Now,  in  applying  this  hypothesis  to  the  particuhir  instance  of  pruri- 
tus ani  and  anal  pruritus,  attention  is  drawn  to  the  following  facts  of 
anatomical  structure: 

The  pruritic  zone  is  supphed  by  sensory  nerves  which  ha\e  their 
origin  in  the  first  four  sacral  segments.  These  same  segments  are  in  inti- 
mate neural  connection  not  only  with  the  pelvic  viscera  but  also  with 
the  other  abdominal  viscera.  It  will  be  remembered  that  the  third  along 
with  the  second  or  fourth  sacral  nerve,  in  addition  to  gray  rami,  communi- 
cates with  the  sacral  autonomics,  and  sends  a  large  white  ramus  com- 
municans  or  visceral  branch  direct  to  the  pelvic  plexus  and  viscera. 
The  intimate  connections  between  the  various  plexuses,  the  hypogastric 
plexus  and  the  aortic  plexuses  bring  the  superior  and  inferior  mesenteric 
plexuses  mto  close  relation  with  these  sacral  segments. 

The  afferent  nerves  from  the  viscera  have  long  been  assumed,  first 
by  Dogiel  and  later  by  others,  to  end  their  travel  centrifically  by  coming 
into  synaptic  relation  with  the  cells  of  the  posterior  spinal  ganglion 
by  means  of  the  white  ramus  communicans  or,  by  means  of  the  same 
channel,  they  may  pass  through  the  posterior  spinal  ganglion  and  end 
in  the  lateral  horn  of  the  spinal  cord  in  synaptic  relation  with  the  com- 
missural cells  of  the  intermediolateral  tract  at  that  level  or  some  higher 
or  lower  level.  The  sympathetic  neurons,  in  contradistinction  to  those 
of  the  central  nervous  system,  have  been  shown  to  come  into  multiple 
relations  with  the  various  segments.  It  is  thus  readily  seen  that  this 
transference  of  sensation  may  come  in  segments  apparently  removed 
from  the  source  of  afferent  visceral  stimuli. 

Clinical  observation  of  the  frequent  association  of  visceral  disease 
can  thus  be  linked  in  a  very  logical  manner  with  this  manifestation  of 
transference  of  afferent  stimuli  and  their  consequent  misreference  of 
localization.  This  phenomenon  is  evidenced  clinically  as  pruritus  of  the 
anus  of  the  indirect  type. 

The  fact  that  it  is  an  indirect  pruritus  is  clearly  demonstrable  by 
its  continued  existence  after  the  tissue  of  the  pruritic  zone  has  been 
thoroughly  infiltrated  with  a  local  anesthetic,  after  sacral  nerve  blocking 
or  after  superficial  neurotomy. 
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In  answer  to  the  question,  which  probably  presents  itself  to  your 
mind,  as  to  why  such  a  transference  of  sensation  is  not  evidenced  as  pain, 
it  must  be  recalled  that  pain,  hke  other  sensations,  has  a  definite  thresh- 
old. If  we  assume  that  the  irritative  stimulus  which  produces  the  trans- 
ferred impulse  causing  the  sensation  of  pruritus  is  below  that  threshold, 
and  hence  incapable  of  producing  the  sensation  of  pain,  we  can  readily 
conceive  how  it  is  appreciated  in  consciousness  as  an  irritation  to  which 
we  have  given  the  name  of  itching  or  pruritus.  As  a  matter  of  chnical 
fact  these  cases  of  pruritus  will  frequently  tell  you  that  at  some  times 
the  pruritus  becomes  so  intense  that  it  actually  does  pain  them,  and  in 
such  cases  I  assume  that  the  threshold  of  pain  has  been  crossed. 

To  recapitulate:  I  beheve  that  all  cases  of  pruritus  of  the  anus  can 
be  chnically  divided  into  two  classes:  The  one  a  direct  pruritus  of  the 
anus  due  to  the  direct  irritation  of  the  peripheral  nerve  endings  in  the 
pruritic  zone,  and  in  which  cases  the  source  of  irritation  actually  causes 
a  primary  pathology,  and  whose  direct  nature  can  be  demonstrated  by 
the  abohtion  of  pruritic  sensation  by  local  anesthetization  or  superficial 
neurotomy. 

The  other  an  indirect  pruritus  due  to  the  perception  of  the  pruritic 
sensation  which  in  consciousness  is  referred  to  the  pruritic  zone,  an  area 
which  is  at  the  inception  of  the  pruritus  devoid  of  any  pathology.  This 
phenomenon  is  due  to  the  transference  of  an  irritable  stimulus  from  the 
visceral  afferent  nerves  to  a  normal  somatic  afferent  nerve  channel 
or  pathway,  and  the  consequent  misreference  or  error  in  localization  of 
the  resultant  sensation. 

This  indirect  pruritus,  although  devoid  of  local  pathology  at  its  incep- 
tion, induces  a  desire  to  scratch  which  results  in  the  pathological  changes 
previously  noted,  namely,  first  a  traumatic,  chronic  dermatitis  and,  in 
many  cases,  secondly  an  infective  chronic  dermatitis.  These  secondary 
pathological  changes  in  the  tissues  of  the  pruritic  zone  lead  to  an  added 
component  of  direct  pruritus  of  the  anus.  As  a  matter  of  clinical  fact, 
sooner  or  later  in  all  these  cases  of  indirect  pruritus  of  the  anus,  there  is 
superimposed  the  element  of  direct  pruritus  of  the  anus. 

Indirect  pruritus  of  the  anus  may  be  demonstrated  to  be  an  indirect 
pruritus  by  the  lack  of  abolition  of  the  pruritus  by  local  anesthetization, 
nerve  blocking  or  neurotomy  and  by  the  discovery  of  a  source  of  visceral 
abnormal  afferent  stimuli.  Owing  to  the  addition  in  most  cases  of  an  ele- 
ment of  direct  pruritus  there  may  be  affected,  by  the  methods  above 
mentioned,  an  apparent  decrease  in  the  intensity  of  the  pruritus  or  by 
virtue  of  counterirritation,  a  temporary  total  relief.  The  indirect  compo- 
nent of  the  pruritus,  however,  returns  quite  soon  and  from  then  on  is 
constant  in  its  intensitv. 
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CONCERNING    CLASSIFICATIONS    OTHER   THAN    THE   FOREGOING. 

That  this  phenomenon  of  indirect  pruritus  is  not  a  reflex  condition 
must  be  self-evident  in  view  of  the  foregoing,  so  that  it  will  not  be  further 
mentioned.  It  is  a  misnomer  and  should  be  omitted  in  describing  indirect 
pruritus. 

In  regard  to  the  so-called  constitutional  causes  of  pruritus  of  tiie  anus 
one  has  but  to  consider  the  pathology  of  those  diseases,  to  which  it  is 
commonly  ascribed,  to  see  that  the  associated  pruritus  comes  under  the 
classification  of  either  indirect  or  direct  pruritus. 

Consider  for  example  that  disease  to  which  it  is  commonly  attributed, 
namely,  diabetes  melhtus.  Its  mode  of  action  in  these  cases  is  presumed  to 
be  due  to  the  irritant  action  of  the  diabetic  urine  upon  the  skin  of  the  pruri- 
tic zone.  That  this  is  not  the  case  was  proven  by  the  experiments  of  Veit 
which  I  have  duplicated  for  my  own  satisfaction.  They  consist  in  the 
apphcation  of  pads  saturated  with  solutions  in  normal  urine  of  glucose, 
of  a  strength  varying  from  }{o  per  cent  to  ^0  per  cent,  over  the  perianal 
region  for  a  period  of  two  to  three  weeks.  No  pruritus  of  the  anus  develops. 
If  the  condition  be  due  to  the  excess  of  blood  sugar  throughout  the 
body  circulation,  one  would  expect  a  generahzed  pruritus  and  not  a 
distinctly  localized  aff"air  such  as  this  condition  is.  When  we  consider, 
however,  that  in  these  cases  of  diabetes  mellitus  the  liver  is  usually  con- 
siderably enlarged;  that  dilatation  of  the  stomach  is  common;  that  a 
diffuse  nephritis  is  often  present  and  that  the  constant  lesion  of  the 
disease  is  a  chronic  interstitial  pancreatitis  (with  degeneration  of  the 
Isles  of  Langerhans  in  some  cases)  when  we  consider  all  of  the  preceding 
pathological  data — we  can  readily  conceive  the  generation  of  enough 
afferent,  abnormal  stimuli  to  cause  indirect  pruritus.  It  is  also  note- 
worthy that  peripheral  neuritis  when  occurring  in  diabetes  usually 
affects  the  third  sacral  nerve. 

Similar  in  manner  to  the  ease  with  which  the  pruritus  of  the  anus 
associated  with  diabetes  mellitus  can  be  definitely  classified  as  an  indi- 
rect pruritus  of  the  anus,  so  too  can  the  remainder  of  causes  hitherto 
classified  as  constitutional  be  assigned  to  either  one  or  the  other  of  the 
types  that  I  have  previously  suggested,  namely,  direct  or  indirect 
pruritus.  To  explain  in  detail  how  jaundice,  gout  and  rheumatism  or 
other  constitutional  diseases,  which  have  been  mentioned  in  past 
literature  as  being  causes  of  pruritus  ani,  fit  into  the  classification  I  have 
made  would  require  more  time  than  can  be  allotted  at  this  moment,  so 
it  must  perforce  be  reserved  for  some  future  discussion. 

Of  the  various  theories  of  etiology  the  same  may  be  said,  but,  in 
passing,  I  will  say  that  the  general  indictment  of  being  secondary  and 
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not  primary  in  significance  may  with  good  logic  be  i^rought  against  the 
vast  majority  of  such  theories,  as,  for  example,  that  it  is  due  to  a  fibrosis 
of  the  nerve  endings,  that  is  due  to  the  deposition  of  an  inflammatory 
exudate  in  the  skin  or  that  it  is  due  to  a  definite  dermal   infection. 

We  come  now  to  the  inevitable  question:  Is  this  condition  a  symptom 
or  a  disease?  From  time  immemorial  opinion  has  been  divided  as  to 
whether  this  condition  is  a  disease  or  merely  the  symptom  of  a  disease. 

This  is  quite  natural  in  as  much  as  we  have  had  no  standardized  and 
generally  accepted  conception  as  to  its  exact  nature.  Nor  is  general 
medical  opinion  definitel}^  formed  as  to  what  constitutes  a  disease  and 
what  constitutes  a  predominant  symptom  of  a  disease,  the  term  disease 
often  being  figuratively  and  inaccurately  apphed. 

With  this  discrepancy  on  the  one  hand  in  the  conception  of  the  nature 
of  the  matter  in  question,  and  on  the  other  hand  the  lack  of  a  fairly 
defined  standard  by  which  to  measure  it,  it  is  not  surprising  that 
opinions  should  be  so  diverse.  Thus,  those  who  beheved  in  one  theory  of 
pathogenesis  were  incHned  to  mitigate  its  importance  and  pronounce  it  a 
symptom,  while  those  adhering  to  another  view  elevated  it  to  the  plane 
of  a  distinct  cHnical  entity. 

A  concensus  of  definitions  given  by  dictionaries  and  encyclopedias 
now  in  vogue  with  the  medical  profession  gives  us  the  following: 

The  word  disease  is  the  speech  equivalent  for  a  departure,  general  or 
local,  from  the  normal  structural  or  functional  status  of  a  vital  organism. 

The  word  symptom  represents  a  circumstance,  coincident  with  a 
disease,  whose  nature,  character  and  location  it  serves  to  indicate. 

We  regard  now  the  question  that  still  remains:  Is  this  condition  a 
disease  per  se  or  is  it  a  symptom  among  others? 

Measuring  the  condition,  as  we  know  it,  by  the  standards  set  forth 
in  the  above  definitions  we  come  to  the  following  conclusions : 

That  the  direct  form  of  pruritus  of  the  anus  is  in  itself  a  clinical 
entity  cannot  be  denied.  The  fissure,  caused  by  the  passage  of  a  hard, 
constipated  stool  or  the  maceration  of  epidermis  by  the  acrid  secretion 
of  fistulae,  may  be  a  definite  etiological  factor  in  the  resulting  disease, 
but  the  process  from  then  on  is  a  distinct  clinical  entity  with  its  own 
pathology  and  symptoms.  That  such  conditions  as  constipation  or  fistulae 
contribute,  by  furnishing  the  inciting  agent,  in  no  way  invalidates  the 
statement  that  the  condition  is  per  se  a  distinct  entity,  any  more  than 
the  fact  that  autointoxication  is  instrumental  in  the  production  of 
arteriosclerosis  makes  this  condition  a  component  of  the  former  instead 
of  an  individual  clinical  entity. 

In  regard,  however,  to  the  other  form  of  pruritus  of  the  anus,  which 
I  have  referred  to  previously  as  indirect  pruritus,  we  are  confronted  with 
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the  fact  that  there  is  no  primary  pathology,  that  the  pathology  found  is 
entirely  of  a  secondary  nature,  and  that  the  pruritus  exists  before  the 
pathology  develops.  It  is  then  merely  a  subjective  manifestation  of 
another  clinical  entity,  and  merely  attains  and  maintains  its  prominence 
as  a  symptom  because  of  the  fact  that  the  primary  cause  is  not  removed. 
However,  as  has  been  noted,  these  cases  of  indirect  pruritus  sooner  or 
later  have  added  to  them  the  component  of  direct  pruritus,  and  under 
these  circumstances  we  have  direct  pruritus,  the  disease,  concomitant 
with  indirect  pruritus,  the  symptom. 

As  a  suggestion:  recognizing  the  value  of  using  terms  with  which  we 
are  familiar  and  which  have  acquired  the  weight  of  long  usage  /  would 
suggest  that  we  term  direct  pruritus  as  pruritus  ani  and  that  ive  reserve  the 
term  anal  pruritus  for  the  form  known  as  indirect  pruritus. 

Thus  an  adaptation  of  existing  terms  is  accomplished  which,  without 
coining  any  new  terms  has  the  advantage  of  specifying  the  clinical  nature 
of  the  condition  in  question. 

DISCUSSION. 

Dr.  Alois  B.  Graham,  Indianapolis,  Ind.:  I  have  listened  to  many  papers  and 
discussions  upon  the  question  of  pruritus  ani  in  the  American  Proctologic  Society, 
and  I  want  to  pay  our  worthy  President  this  tribute — that  I  am  in  agreement  with 
him,  as  I  was  in  the  presentations  which  have  heretofore  been  made.  I  have  gone 
home  and  tried  to  the  best  of  my  ability  to  put  these  various  therapeutic  measures 
into  effect,  and  have  met  with  success  in  some  cases,  and  failure  in  others.  The  late 
Doctor  George  J.  Cook,  used  a  local  application  of  bichloride  of  mercury,  castor-oil 
and  alcohol  in  the  treatment  of  these  cases,  securing  favorable  results  in  a  large 
percentage.  We  know  why  he  secured  these  resuhs.  At  that  time  we  believed  this 
condition  was  one  of  infection,  and  I  still  believe  it  is  one  of  infection;  but  I  beg  to 
assure  you  that  we  have  been  unable  to  find  these  so-called  sinuses  in  the  majority 
of  cases  that  we  have  examined. 

This  treatment  with  hydrochloric  acid  to  me  is  most  interesting. 

I  am  going  to  trj'  hydrochloric  acid  in  the  treatment  of  pruritus  ani,  and  I  may 
have  something  to  say  regarding  this  treatment  at  a  future  meeting. 

Dr.  John  L.  Jelks,  Memphis,  Tenn.:  I  want  to  suggest  to  Doctor  Hancs  that  he 
use  a  25  per  cent  solution  of  magnesium  sulphate  crystals  with  his  novocaine  as  an 
analgesic  and  see  what  the  result  will  be.  Or,  if  you  please,  use  a  rather  strong  solution 
of  gentian  violet,  which  is  now  being  used  in  pleural  infection.  I  am  using  it  in  the 
intestinal  tract. 

I  believe  the  -v-ray  treatment  of  pruritus  ani  is  a  vicious  practice.  AT-ray  treat- 
ments anywhere  in  massive  doses  where  you  may  produce  adhesions  are  bad.  Only 
a  few  days  ago  I  saw  a  case  that  had  been  treated  for  poison  ivy  with  the  x-ray  by  a 
man  who  evidently  did  not  know  the  effects  of  the  x-ray.  That  little  girl  had  most 
painful  areas  on  her  ankles — ulcers  that  would  not  heal  even  after  grafting.  The 
surgeon  finally  stopped  the  pain  by  dissecting  out  the  scar  tissue  entirely. 

These  cases  of  Doctor  Hancs  would  show,  as  I  have  always  claimed,  that  the 
pruritus  is  secondary,  and  that  the  trouble  is  a  focal  infection.  I  do  not  think  we  will 
ever  get  away  from  that,  in  a  true  case  of  pruritus  ani, — that  firstly  we  have  the  infec- 
tion, and  secondly  the  fibrosis  and  infiltration  with  pain  or  itching. 
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Dr.  Louis  J.  Hirschman,  Detroit,  Mich.:  I  do  not  believe  that  the  fibrosis  is 
purely  secondary.  Every  case  of  pruritus  starts  out  as  an  insignificant  itching  that 
comes  occasionally,  and  fibrosis  is  a  product  and  has  nothing  to  do  with  the  etiology 
of  pruritus  ani. 

I  would  like  to  have  a  patient  with  pruritus  ani  who  had  no  hands.  I  would  like 
to  see  what  would  happen  in  that  area  if  it  was  never  scratched.  I  am  firmly  convinced 
that  most  of  the  cases  we  see  are  more  the  result  of  secondary  infection  and  trauma- 
tism than  anything  else. 

As  far  as  Doctor  Hanes'  paper  is  concerned,  we  all  know  that  anybody  can  relieve 
a  patient  temporarily  by  the  injection  of  a  local  anesthetic,  but  what  I  want  to  know 
is  whether  the  hydrochloric  acid  does  not  carry  on  the  local  anesthesia  a  little  longer 
and  if  there  is  not  some  local  anesthetic  effect.  Quinine  urea  in  a  certain  solution  is 
very  irritating,  but  eventually  it  becomes  a  local  anesthetic. 

Another  question  I  want  to  ask  is  why  is  it  that  we  see  the  worst  cases  of  pruritus 
ani  in  patients  who  have  a  hyperchlorhydria?  I  am  not  at  all  satisfied  with  the  present 
status  of  the  treatment  of  pruritus,  and  I  have  found  the  most  satisfaction  in  a 
thorough  under-cutting  operation  which  if  it  does  not  do  anything  else  keeps  the 
patient's  hands  off  the  area  and  gives  the  tissues  a  chance  to  get  better,  and  the 
fibrous  tissue  is  absorbed  to  a  large  extent. 

As  far  as  the  treatment  of  hemorrhoids  and  fissures  with  hj'drochloric  acid  is 
concerned,  I  believe  there  are  a  lot  of  acids  one  could  use.  When  you  speak  of  potential 
cavities,  I  think  any  part  of  the  body  is  a  potential  cavity.  You  can  inject  fluid 
anywhere  in  the  cellular  tissue  and  find  no  resistance.  If  you  are  able  to  inject  these 
potential  cavities  with  some  opaque  solution,  take  some  x-rays  and  show  us  next  year 
the  definitely  located  cavities. 

Dr.  John  D.  Stewart,  New  York,  N.  Y.:  This  is  a  subject  of  unusual  interest  and 
I  was  hoping  that  in  the  discussion  someone  would  mention  the  subcutaneous  injec- 
tion of  alcohol.  I  wonder  if  any  of  you  have  tried  it  and  if  so  with  what  results. 

A  few  years  ago  a  well  known  American  surgeon  reported  an  interesting  series  of 
cases  in  which  it  had  been  employed.  A  95  per  cent  solution  of  alcohol  was  at  one  time 
used  in  cases  of  facial  neuralgia.  Osmic  acid  was  also  used  with  what  some  claimed 
wonderful  results. 

In  1920  I  employed  it  in  a  series  of  seven  patients  and  in  every  instance  I  met  with 
a  bad  result. 

Dr.  Joseph  F.  Saphir,  New  York,  N.  Y.:  I  am  very  glad  to  be  here  and  hear  these 
new  theories  and  ideas  in  the  treatment  of  pruritus  ani.  To  me  the  injection  of  any 
solution,  whether  it  is  hydrochloric  acid,  bismuth  paste  or  quinine  and  urea,  means 
a  certain  amount  of  inflammation,  and  I  believe  it  would  be  the  same  whether  you  use 
a  saline  solution  or  even  plain  water.  I  have  not  been  able  to  find  these  cavities  or 
pockets  which  Doctor  Hanes  has  described,  but  there  is  a  lot  of  loose  connective 
tissue  in  that  region  and  the  insertion  of  a  needle  into  this  loose  connective  tissue 
would  mean  that  the  fluid  would  spread  throughout  the  immediate  area. 

The  production  of  abscess  described  by  Doctor  Hanes  following  the  introduction 
of  any  fluid  is  due,  I  believe,  to  the  quantity  injected  and  to  the  cutting  off  of  the 
blood  supply  to  the  tissues,  followed  by  a  certain  amount  of  pressure  necrosis.  The 
pain  that  is  produced  by  this  injection  is  due  to  the  extreme  tension  upon  the  tissues 
and  to  infiltration. 

I  was  much  pleased  to  hear  the  very  scientific  and  excellent  report  of  Doctor 
Montague.  I  have  learned  much  as  far  as  the  pathology  is  concerned.  I  would  like  to 
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know  whether  his  specimens  were  from  a  live  patient  or  secured  at  post  mortem.  I 
believe  he  has  a  very  excellent  opportunity  in  taking  these  sections  to  look  into  the 
matter  of  these  pockets  as  described  by  Doctor  Hanes. 

Personally,  I  have  tried  everything  I  heard  of,  either  from  the  literature  or  from 
anyone  connected  with  this  Society.  I  have  used  autogenous  vaccines  and  gotten 
results  for  a  certain  period  of  time,  and  then  the  patient  would  come  back  with  more 
itching.  One  case  I  have  in  mind  was  a  physician,  a  man  about  65  or  70  years  of  age, 
who  was  ready  to  commit  suicide  if  not  relieved  of  his  itching.  I  told  him  there  was 
only  one  thing  I  could  try,  and  that  was  an  autogenous  vaccine,  which  I  did.  I  gave 
him  one  injection  in  the  office  and  then  gave  him  a  bottle  of  the  vaccine  and  told  him 
to  use  it  every  three  or  four  days.  At  the  end  of  a  few  days  he  called  me  by  phone  and 
told  me  it  was  a  most  miraculous  cure.  That  went  on  for  six  or  eight  months  and  then 
he  came  down  and  asked  that  something  be  done  as  the  itching  had  returned.  It  was 
necessary  to  put  him  in  the  hospital.  I  removed  all  the  pathology  I  could  find  (he 
had  hemorrhoids,  a  small  fissure  and  some  skin  tags)  and  performed  a  modified  Ball 
operation.  He  was  in  the  hospital  for  ten  days  and  then  went  out  and  seemed  to  be 
perfectly  well.  It  is  now  over  a  year  and  he  is  in  first-class  shape. 

As  far  as  treatment  is  concerned,  I  believe  there  is  only  one  thing  we  can  be  sure  of, 
and  that  is  the  under-cutting  operation  or  the  modified  Ball  operation,  in  conjunction 
with  the  removal  of  all  rectal  pathology.  In  some  cases  we  also  have  a  certain  amount 
of  proctitis  which,  by  means  of  the  continuous  flow  of  secretion  from  above,  has  an 
irritating  influence  even  after  the  removal  of  the  local  pathology  and  the  under-cutting 
or  Ball  operation.  If  there  are  symptoms  of  this  continued  irritation  following  the 
operation  I  use  a  sterile  solution  once  a  day  to  clean  out  the  colon. 

Dr.  J.  Rawson  Pennington:  It  is  just  such  pictures  as  we  have  seen  here  that 
mean  progress.  These  are  the  two  best  papers  that  I  have  heard  before  this  Society 
in  many  a  day.  When  men  do  work  of  this  kind  I  think  they  should  have  something, 
and  I  have  arisen,  not  to  discuss  these  papers,  but  to  make  a  motion.  My  motion  is 
that  we  extend  to  each  of  these  gentlemen  a  rising  vote  of  thanks  for  this  most 
excellent  work  which  they  have  presented. 

(Motion  seconded  by  Dr.  Beach,  and  carried.) 

Dr.  Granville  S.  Hanes  (closing) :  In  attempting  to  do  original  work  it  is  difficult 
to  give  minute  and  detailed  reports  of  a  great  many  cases  unless  one  has  ample  leisure 
or  an  abundance  of  trained  assistants,  neither  of  which  do  I  possess.  In  my  paper 
I  briefly  referred  to  a  few  of  the  landmarks,  I  might  say,  of  the  work  I  have  been  doing. 
Nothing  which  I  have  said  will  be  thoroughly  convincing  to  any  one  here  present.  It 
will  be  necessary  for  those  who  may  be  interested  in  this  subject  to  try  out  in  their 
own  way  the  suggestions  I  have  made.  Each  one  will  make  his  own  and  original 
modifications  which  I  hope  will  prove  to  be  an  improvement  upon  my  own  efi"orts. 

Some  one  in  discussing  my  paper  said  I  made  no  classification  of  my  cases.  I  treated 
the  mildest  and  the  most  intractibic  cases  with  the  agent  described  and,  of  course,  will 
only  be  able  to  make  classifications  later  on  when  the  merits  of  the  remedy  have  been 
more  thoroughly  proven.  It  certainly  could  not  be  supposed  that  any  agent  would  act 
as  a  prompt  cure  for  all  cases  or  pruritus  ani. 

As  to  the  destruction  of  the  cellular  tissues,  in  a  typical  case  of  pruritus  ani, 
thereby  producing  potential  cavities  beneath  the  skin  and  mucosa,  there  can  be  no 
doubt.  You  will  be  convinced  when  you  have  used  the  needle  in  a  few  cases.  The 
sensation  of  introducing  a  needle  through  a  wall  into  a  cavity  is  the  first  evidence  and 
the  liberal  return  of  the  fluids  through  the  needle  when  in  situ  is  the  second  evidence 
and  is  convincing. 
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Some  one  referred  to  Dr.  Murray's  theory  of  the  cause  of  pruritus.  I  feel  very  sure 
that  this  affection  is  the  result  of  germ  activity  but  the  type  of  bacteria  is  not  known. 
The  infection  does  not  come  from  without  but  is  likely  brought  down  from  the  colon 
and  has  become  implanted  in  the  structures  at  the  rectal  outlet. 

Yes,  a  number  of  abscesses  have  been  produced.  It  was  very  difTicuIt  to  ascertain 
the  strength  of  the  solution  that  would  be  most  efficacious  and  yet  not  break  down  the 
tissues.  I  have  observed  that  the  areas  that  have  been  involved  in  abscesses  are  most 
free  from  itching.  These  abscesses  are  not  as  painful  as  those  due  to  bacterial  life  and 
they  heal  promptly  with  little  or  no  treatment.  The  question  of  pain  can  be  taken  care 
of  very  easily.  The  possibility  of  necrosis  is  of  little  consequence  unless  the  solution 
is  very  strong.  In  most  cases  it  relieves  the  itching  at  once  and  completely.  If  the 
solution  does  not  invade  all  the  affected  tissues  then  the  itching  will  not  be  so  com- 
pletely controlled.  The  novocaine  alone  would  of  course  control  the  itching  for  a  short 
time  only  but  the  hydrochloric  acid  will  relieve  the  symptoms  for  days  or  weeks. 
I  am  of  the  opinion  that  the  injections  should  be  repeated  about  every  two  weeks  or 
even  longer  intervals.  The  thoroughness  of  each  injection  will  have  an  important 
bearing  on  this  phase  of  the  treatment. 

I  have  treated  nearly  a  hundred  cases.  Many  of  them  live  away  from  Louisville 
so  it  has  not  been  an  easy  matter  to  keep  an  accurate  account  of  these  patients. 
Again,  more  time  will  be  required  to  determine  permanent  results. 

There  are  no  areas  of  anesthesia  after  the  effect  of  the  novocaine  has  disappeared. 

In  long  standing  cases  of  pruritus  ani  there  is  in  some  patients  a  tendency  to  the 
production  of  a  leathery  or  fibrous  condition  of  the  skin  and  deeper  structures.  This 
is  not  essentially  due  to  rubbing  or  scratching  as  is  ordinarily  supposed.  The  same 
fibrous  state  is  observed  inside  the  anal  canal  where  the  patient  does  not  produce 
friction  by  rubbing  or  scratching.  Hydrochloric  acid  does  have  a  tendency  to  remove 
this  fibrous  deposit  but  very  slowly.  There  are  numerous  cases  where  the  itching  has 
existed  for  j^ears  with  not  the  slightest  tendency  to  the  hardening  of  the  diseased 
tissues. 

Dr.  Graham  referred  to  ulcerative  processes.  I  sincerely  hope  that  each  of  you 
will  introduce  a  hypodermic  needle  through  the  base  of  a  few  ulcers  into  the  struc- 
tures beneath  and  judge  for  yourselves  the  state  of  these  tissues.  The  pruritus  and 
ulcerative  processes  are  the  result  primarily  of  blood  and  nerve  disorders  beneath 
the  surfaces  or  within  the  deeper  structures.  All  the  dark  and  livid  discolorations 
around  the  anal  margin  is  due  to  disease  beneath  the  skin. 

Dr.  Hirschman  said  the  tissues  were  anesthetized  and,  therefore,  did  not  itch. 
The  hydrochloric  acid  certainly  does  not  anesthetize  and  novocaine  does  not  produce 
an  anesthesia  lasting  for  days  or  weeks.  He  also  said  that  these  patients  had  hyper- 
acidity about  the  rectum  when  they  are  first  observed.  Dr.  Graham  concurred  in 
this  belief.  I  would  like  to  know  how  these  gentlemen  could  possibly  determine  the 
reaction  of  the  tissues  beneath  the  skin  where  the  disease  really  exists.  This  is  not 
primarily  a  surface  disorder,  it  is  a  subcutaneous  or  a  submucous  affection  and  the 
surface  becomes  involved  subsequently. 

Dk.  J.  F.  Montague,  New  York,  N.  Y.  (closing):  One  of  our  colleagues  has  referred 
to  the  pathological  findings  that  I  have  made  in  this  disease  as  being  a  blow  to  the 
theory  of  Dr.  Murray.  With  this  view  I  do  not  concur  for  the  reason  that  it  seems 
quite  plausible  to  me  to  believe  that  infection  of  these  tissues  does  occur  in  a  certain 
percentage  oj  cases.  But  while  admitting  my  belief  that  infection  does  occur  in  some 
cases  I  must  insist  with  equal  force  that  I  do  not  consider  as  true  that  author's  asser- 


Divigbt  A.  Murray:  A   Tribute  27 

tion  that  infection  is  present  in  100  per  cent  of  the  cases.  As  for  Dr.  Murray's  theory 
— while  I  do  not  subscribe  to  any  of  its  details  I  wish  to  draw  to  your  attention 
the  fact  that  it  has  served  the  very  useful  purpose  of  directing  medical  thought 
relating  to  this  disease  along  a  hitherto  neglected  channel,  namely,  a  bacteriological 
one. 

Gentlemen,  I  do  not  believe  that  anyone  of  you  at  this  moment  grasps,  in  its 
entirety,  the  true  and  important  clinical  significance  of  anal  pruritus.  It  represents, 
in  my  opinion,  one  of  the  unilluminated  phases  of  neural  physiology,  one  of  the 
blank  pages  in  the  diagnostics  of  internal  medicine.  Yesterday,  in  this  very  hall  you 
gentlemen  pleaded  for  some  means  of  attaining  an  earlier  diagnosis  of  carcinoma. 
Here,  gentlemen,  in  the  complete  understanding  of  itching  and  especially  itching  of 
the  anus,  you  have  a  manifestation  of  such  pathological  conditions,  which,  often 
originating  without  symptoms,  give  during  their  progress  the  symptom  of  pruritus 
often  far  in  advance  of  more  compelling  indications  such  as  pain.  Later,  wiien  unfor- 
tunately it  is  often  too  late,  they  cause  definite  pain. 

I  firmly  believe  we  can  assume  pruritus  to  be  a  variety  of  subminimal  pain  and  as 
such  it  should  lead  us  to  an  investigation  of  every  organ  in  the  abdominal  and  pelvic 
cavities.  For  this  reason  I  am  convinced  that  a  proper  conception  of  pruritus  will  aid 
in  the  early  discovery  of  cancer  and  other  unsuspected  visceral  pathology  to  a  greater 
extent  than  anv  other  method. 


DWIGHT  H.  MURRAY:  A  TRIBUTE. 
Ralph  W.  Jackson,  M.  D.,  F.  A.  C.  S. 
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The  Transactions  of  this  Society  are  spread  broadcast  over  the 
country  in  a  hundred  or  more  Hbraries,  and  on  the  bookshelves  of  an 
equal  number  of  practitioners,  and  it  is  only  with  the  idea  of  utilizing  this 
pubhcity  for  a  summary  and  perpetuation  of  the  work  of  one  who  has 
done  so  much  for  proctology,  that  the  writer  presumes  to  present  at  this 
meeting  a  shght  tribute  to  Dwight  H.  Murray,  whose  face  is  missing  from 
our  midst  the  first  time  in  many  years. 

He  died  suddenly  and  unexpectedly  October  21,  1921,  and  the  medical 
and  lay  press  contained  generous  and  well  deserved  eulogistic  notices 
which  told  much  of  the  numerous  activities  of  the  man.  He  was  sixty 
years  old,  and  had  spent  his  whole  professional  hfe  in  Syracuse,  seeking 
always  civic  betterment  and  leading  in  movements  to  that  end.  He 
graduated  in  medicine  from  Syracuse  University,  and,  though  later  a 
student  at  home  and  abroad,  maintained  his  loyalty  to  it,  and  was  Pro- 
fessor of  Chnical  Proctology  there  when  he  died.  His  influence  was  great 
and  his  positions  high  in  medical  organizations,  local,  county,  state  and 
national;  and  greatest  of  these  was  his  work  for  ten  years  in  the  House 
of  Delesatcs  of  the  American  Medical  Association,  which  culminated  in 
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his  election  as  its  Speaker,  which  office  he  held  when  he  died.  Some  of 
his  work  in  that  body  is  also  a  part  of  the  history  of  this  Society. 

These  general  and  professional  activities  show  the  temper  of  the  man 
and  are  interesting;  but  his  long  and  faithful  activities  in  and  for  the 
American  Proctologic  Society  and  guided  by  the  same  temper,  are  even 
more  interesting  to  us.  The  writer's  access,  as  secretary,  to  the  records 
of  this  Society  led  him  to  investigate  and  present  herewith  a  summary  of 
Dr.  Murray's  Fellowship.  He  was  not  one  of  the  Charter  Members, 
but  was  elected  to  Active  Fellowship  in  1904.  He  has  never  missed  a 
meeting;  and,  except  1920  and  1921,  and  possibly  1905,  he  has  never 
failed  to  read  a  paper.  His  participations  in  discussions  has  been  constant 
and  enhghtening.  He  has  served  on  most  important  committees,  held  all 
offices  within  the  gift  of  the  Society,  and  was  its  president  in  1909-10. 
Who  of  us  can  or  will  surpass  this  record? 

With  other  Fellows,  still  among  us,  undiscouraged  by  bitter  and 
supercihous  antagonism,  he  put  up  a  long  but  winning  fight  in  the 
House  of  Delegates  of  the  American  Medical  Association  for  the  most 
decisive  recognition  which  Proctology  has  ever  had  as  a  specialty.  This 
w^as  the  organization  of  the  Section  of  Gastroenterology  and  Proctology 
in  191 7,  now^  one  of  the  best  and  most  largely  attended  sections,  and  he 
was  its  first  chairman.  Could  any  Fellow  do  more  for  his  chosen  field 
of  w^ork? 

In  191 1  he  began  the  series  of  papers  on  the  causation  and  treatment 
of  pruritus  ani,  which  he  continued  uninterruptedly  at  every  meeting  of 
this  Society  for  eight  years.  He  claimed  insistently  that  the  essential 
etiological  factor  in  pruritus  ani  was  the  streptococcus  fecalis,  but  less 
insistently  that  autogenous  vaccines  were  the  only  means  of  destroying 
the  organism.  Repeatedly  in  papers  and  discussions  he  pleaded  for  others 
to  seek  more  efficient  means,  if  possible,  to  destroy  it;  and  his  honesty 
in  this  was  shown  at  his  last  meeting  by  his  delighted  reception  of  the 
paper  read  on  the  treatment  of  pruritus  ani  by  ionic  medication.  He  was 
opposed  and  even  derided  at  first  by  many  for  his  claims  about  this  dis- 
ease, yet  he  lived  to  see  them  widely,  if  not  universally  accepted,  and  his 
name  known  professionally  beyond  his  own  country. 

Dr.  Murray's  was  a  manly,  militant  personality,  and  he  left  his  im- 
print on  whatever  he  touched,  and  will  be  missed  by  his  family,  his  com- 
munity, and  his  profession,  and  not  least  by  the  American  Proctologic 
Society.  Can  we  do  better  than  to  devote  a  page  of  our  Transactions  to 
the  memory  of  Dwight  H.  Murray? 
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OFFICE  CARE  OF  ANORECTAL  DISEASES. 
William  M.  Beach,  M.  D.,  F.  A.  C.  S. 

PITTSBURGH,    PA. 

The  suggestions  ofTered  in  this  brief  paper  are  not  designed  to  mini- 
mize the  importance  of  anorectal  diseases,  but  rather  to  treat  many 
cases  that  for  various  reasons  will  not  accept  other  than  ambulatory  care. 

The  proctologist  is  challenged  to  handle  his  patient  frequently  in  this 
manner,  in  order  to  compete  with  the  charlatan  or  to  overcome  some 
previous  surgical  mishap.  The  most  thorough  method  of  treatment  is 
presented  to  the  apphcant  first  of  all,  which  may  include  surgical  attack 
and  hospital  residence  and  speedy  recovery,  or  the  alternative,  in  many 
cases,  of  slow  recovery  with  office  treatment.  Their  decision  of  choice 
depends  much  upon  your  approach  in  the  examination  and  diagnosis. 
The  office  of  the  proctologist  should  be  more  than  a  finger  board  for  the 
hospital.  Much  of  our  work  being  referred,  such  patients  usually  expect 
hospital  care  without  argument  or  hesitation,  but  a  large  number  timidly 
enter  the  consultation  room  and  must  be  managed  with  finesse  regarding 
their  ailments.  To  gain  their  confidence  is  the  first  order.  Their  alarm 
will  quickly  subside  by  engaging  them  in  quiet  conversation  which  leads 
inductively  to  the  object  of  their  visit.  This  step  includes  notations  of 
family  history  and  physical  data  expressed  by  the  patient. 

Being  assured  of  minimum  exposure,  the  attendant  prepares  the 
patient  for  physical  examination.  The  nurse  can  do  much  to  remove 
apprehensions  as  to  the  inspection. 

Now  it  is  not  my  intention  to  discuss  office  equipment  in  detail 
except  incidentally,  so,  in  this  connection,  let  me  say  that  a  Martin  or 
Hanes  chair  is  necessary  and  indispensable  and  vouchsafes  refinement  in 
the  technique  of  inspection.  It  is  frequently  my  experience  that  the 
male  manifests  as  much,  or  more,  modesty  as  the  female,  to  which 
tendency  I  do  not  lend  discouragement.  On  the  other  hand,  how  often 
will  a  patient  start  to  adjust  himself  over  a  chair  or  table  and  tell  tales 
of  previous  experiences  in  examinations!  Be  the  patient  male  or  female, 
the  clean  sheet  should  always  mantle  the  exposed  parts.  The  chair 
properly  occupied  is  thrown  into  position,  and  the  occupant  is  auto- 
matically found  in  the  correct  proctologic  attitude. 

I .  Care  should  be  taken  to  avoid  rattling  instruments  or  having  them 
exposed.  During  this  step,  silence,  distance  and  mystery  have  a  great 
effect  upon  the  patient.  Begin  the  inspection  by  carefully  noting  the 
perianal  skin  and  folds,  such  as  induration,  pus  openings,  moisture,  abra- 
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sions,  irritable  sphincter,  patulous  orifice,  mucocutaneous  irritation, 
prolapse,  etc.  Inquiry  should  be  made  into  their  habits  of  diet,  digestion, 
defecation,  the  character  of  the  stool,  its  color  and  consistency,  the  pres- 
ence of  blood,  mucus,  etc.  The  physical  examination  will  reveal  the  source 
of  the  various  deflections  from  the  normal  intestinal  functioning,  which 
may  be  corrected  in  the  office. 

2.  The  examination  should  be  painless.  Many  shrink  because  of  fear 
of  pain.  Diagnosis  can  generally  be  made  without  the  aid  of  instruments; 
and  yet  if  the  latter  are  thought  necessary,  the  speculum  can  in  most 
cases  be  introduced  painlessly. 

3.  The  examination  should  be  made  without  undue  exposure.  Less 
exposure  is  needed  in  a  proctologic  than  in  a  gynecologic  case. 

4.  The  examination  should  be  conducted  so  as  to  allay  nervous 
conditions.  It  is  well  known  that  nearly  all  sufferers  from  rectal  diseases,  of 
whatever  form,  are  extremely  nervous  and  irritable,  and  their  utmost 
confidence  in  your  procedure  will  aid  you  materially  in  the  matter  of 
technique. 

5.  The  mistake  should  not  be  made  of  passing  the  finger  too  high  in 
search  of  a  lesion.  The  chief  vulnerable  point  is  in  Hilton's  line. 

Having  made  a  diagnosis,  it  remains  to  discuss  therapeutic  care  in  the 
office: 

First,  in  cases  curable  without  operation  or  that  can  be  cured  in  the 
office;  second,  in  cases  requiring  an  operation;  third,  inoperable  cases. 
We  shall  consider  only  the  management  of  office  cases. 

SOME    DISEASES    CONSIDERED. 

Fissure  in  Ano.  Probably  no  other  anal  disease  so  readily  drives  a 
patient  to  seek  relief  as  an  irritable  ulcer,  whose  pathology  is  in  such 
inverse  ratio  with  the  attendant  discomfort;  and  yet  it  is  usually 
accompanied  by  hemorrhoids,  which  must  also  be  treated  to  effect  a 
cure.  The  area  must  be  regarded  as  one  of  infection. 

To  relieve  the  cause  of  pain  is  obviously  the  first  thing  to  consider. 
The  use  of  silver  nitrate  caustic,  so  common  with  practitioners,  should  be 
avoided.  It  is  painful,  and  often  extends  the  infection  to  suppurative 
processes.  If  an  attempt  is  made  to  encourage  healthy  granulation,  I 
much  prefer  a  10  per  cent  solution  of  trichloracetic  acid  carefully 
applied.  I  use  this  remedy  on  ulcers  occurring  in  the  rectal  chambers  and 
sigmoid.  It  is  not  only  stimulating  but  a  powerful  germicide.  Trichlorace- 
tic acid,  a  crystalline  and  deliquescent  substance,  readily  soluble  in 
water,  is  an  efficacious  caustic  and  astringent.  It  is  notable  for  the  dryness 
of  the  eschar  \\  hich  it  produces,  and  can  be  applied  to  polypoid  excres- 
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cences  and  indolent  ulcers  painlessly.  If  the  irritable  ulcer  fails  to  respond 
to  this  or  other  appHcations,  the  simple  technique  of  excision  and 
transcising  half-Nvay  the  external  sphincter  muscle  can  easily  be  done 
in  the  office,  under  local  anesthesia.  A  i  per  cent  solution  of  novocaine 
with  adrenaline  will  secure  a  painless  surgical  procedure. 

Hemorrhoids.  This  disease,  like  the  poor,  is  with  us  always,  and 
perhaps  is  the  self-made  diagnosis  of  most  persons  applying  for  relief. 
Those  timid  patients,  who  will  recoil  at  the  thought  of  operation,  can  be 
well  cared  for  in  the  office.  We  have  in  the  Terrell  method  of  treatment 
an  efficient  procedure  for  quick  relief  from  pain  or  hemorrhage  and, 
if  not  a  permanent  cure,  a  satisfactory  surcease  and  a  satisfied  patient. 
Such  cases  should  have  a  guarded  prognosis  as  to  a  possible  return; 
but  what  other  procedure  will  avoid  possible  recurrence? 

Any  redundancies  externally,  of  course,  should  be  excised  under 
local  anesthesia,  the  postoperative  discomfort  easily  controlled  by  warm 
compresses,  or  the  use  of  a  sedative  suppository.  Adenomas  can  be  like- 
wise removed  in  the  office,  without  danger  of  hemorrhage,  by  using  a  cat- 
gut suture.  The  pain  in  such  cases  is  nil. 

Proctitis  and  sigmoiditis  are  treated  with  the  patient  in  the  inverted 
position  which  permits  ballooning,  allowing  visible  access  for  the  topical 
applications  of  agents  to  the  diseased  areas.  I  never  use  a  tube  longer 
than  eight  inches  and  generally  a  four  or  five-inch  proctoscope  is 
sufficient. 

Mucous  patches  are  observed,  beneath  which  occurs  disease  in  the 
form  of  an  ulcer  or  a  bleeding  point.The  mucous  protects  the  part, 
similar  to  a  scab  on  the  skin  surface.To  destroy  bacteria  and  promote 
healthy  granulation  of  these  patches  should  guide  our  treatment.  As 
in  amoebic  dysenter}',  I  do  not  hesitate  to  administer  emetin  in  cases  of 
hemorrhagic  dejecta,  due  to  proctocolitis,  where  no  amoebae  hystoly- 
ticae  are  found,  and  with  good  results.  Emetin  is  apparently  as  inimical 
to  various  strains  of  bacilli  as  to  amoebae.  Efficient  topical  treatment  is 
enhanced  by  the  use  of  this  drug.  Iodine,  argyrol,  or  trichloracetic  acid 
are  agents  we  recommend  for  topical  use  after  removing  the  mucus 
scab  from  the  diseased  area. 

Other  methods,  applicable  in  the  office,  consist  of  the  use  of  sprays 
of  mild  solutions  and  oils.  Silver  nitrate,  five  grains  to  the  ounce,  10 
per  cent  argyrol,  and  eucalyptol  are  efficient  sprays.  During  the  inter- 
vals the  patient  can  use  advantageously  enemas  of  starch  water,  normal 
salines,  i  per  cent  Dakin's  solution,  bicarbonate  of  soda,  5  per  cent 
Tr.  Krameria,  fluid  hydrastis,  or  other  agents  that  may  suggest  them- 
selves to  the  clinician. 

Constipatio7i,  a  relative  term,  can  be  managed  in  the  office,  especially 
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those  types  due  to  chemic  and  neurologic  deflections,  the  sequence  of 
worry,  and  incorrect  habits  of  diet  and  exercise. 

To  stimulate  functional  activity  of  the  rectum  and  colon,  I  make  it 
a  routine  practice  to  instil  into  the  sigmoid  flexure,  through  the  sigmoido- 
scope, from  one  to  three  ounces  of  the  saturated  solution  of  magnesium 
sulphate  every  five  days.  In  a  few  minutes  following  the  instiflation,  the 
patient  will  be  reheved  of  a  large  quantity  of  gas  and  feces,  much  to  his 
relief.  I  adopted  this  method  after  reading  a  paper  published  in  191 8  by 
Dr.  H.  W.  Soper,  of  St.  Louis,  who  advocated  its  use  as  an  enema  to 
reheve  postoperative  meteorism.  The  results  are  very  satisfying  and, 
with  regulated  diet  and  exercise,  will  in  the  majority  of  constipated  cases 
eff^ect  a  cure. 

The  author  apologizes  for  presenting  such  a  commonplace  paper 
before  this  body;  but  he  has  the  double  purpose  in  view,  first  to  encourage 
the  proctologist  to  do  more  for  his  patient  in  the  office,  before  resorting 
to  more  radical  procedures,  and  second  to  elicit  discussion  upon  the 
frequent  diseases  that  confront  us  rather  than  the  obscure  and  infrequent 
ailments  that  come  to  our  attention. 

DISCUSSION. 

Dr.  Granville  S.  Hanes,  Louisville,  Ky. :  Just  a  word  concerning  the  introduction 
of  instruments  where  there  is  a  painful  anal  condition.  If  the  patient  is  inverted  and  a 
15  or  20  per  cent  solution  of  cocaine,  carried  on  cotton  secured  to  the  end  of  a  probe 
or  toothpick,  is  introduced  into  the  anal  canal  and  brought  in  contact  with  the  sensi- 
tive anal  tissues  the  anesthesia  will  be  sufficient  to  introduce  the  finger  or  instruments 
with  but  little  discomfort.  The  object  is  to  secure  relaxation  of  the  sensitive  and 
tightly  contracted  anal  muscles.  If  the  patient  is  in  an  inverted  posture  this  is  condu- 
cive itself  to  anal  relaxation.  The  cocaine  can  be  easily  applied  to  the  sensitive  tissues 
and  the  introduction  of  instruments  perfected  with  the  minimum  amount  of  dis- 
comfort to  the  patient. 

Dr.  Emmett  H.  Terrell,  Richmond,  Va.:  The  Doctor  mentioned  the  office 
treatment  of  fissure  in  ano.  I  think  this  is  a  condition  which  should  be  surgical.  As 
3  ou  know,  a  break  in  the  healthy  mucocutaneous  covering  of  the  anal  canal  heals 
very  readily.  This  membrane  is  often  broken  when  a  dilatation  is  being  done  but  it 
gives  little  or  no  trouble.  Why  then  does  not  a  fissure  heal,  if  it  is  the  result  of  trauma- 
tism, as  is  claimed?  I  have  demonstrated  it  to  my  own  satisfaction  a  dozen  times,  I 
think,  that  a  fissure  in  ano  is  the  result  of  previous  infection.  The  infection  gets 
underneath  the  mucocutaneous  covering  of  the  canal  at  the  anorectal  line,  and  in 
passing  down  it  forms  a  sinus  through  which  the  infection  spreads.  This  tissue  when 
inflamed  loses  its  elasticity,  becoming  not  unlike  old  rubber.  A  slightly  constipated 
stool  or  an  unusual  strain  is  sufficient  to  cause  an  abrasion.  Unless  the  break  is 
sufficient  to  entirely  obliterate  the  sinus,  healing  by  means  of  local  applications 
should  not  be  expected.  When  the  sinus  is  obliterated,  or  in  other  words,  after  com- 
plete drainage  is  established,  the  wound  immediately  loses  its  sensitiveness  and 
healthy  granulations  form. 

I  think  a  great  many  of  these  infections  are  due  to  embryological  defects,  in  which 
there  is  lack  of  proper  fusion  between  the  anal  canal  and  the  proctodeum.  In  many 
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people   this   is   a  weak   point  and  if  incomplete  fusion  occurs  posteriorly  leaving  a 
little  pocket  or  sinus  there  it  allows  tlie  infection  to  enter. 

Dr.  Beach,  also,  mentioned  the  office  treatment  of  hemorrhoids.  As  you  gentlemen 
know,  I  have  advocated  for  this  the  use  of  quinine  and  urea  hydrochloride  in  5  per 
cent  solution.  I  treat  more  than  50  per  cent  of  cases  of  internal  hemorrhoids  by  this 
means.  Only  the  simple,  uncomplicated  ones,  however,  are  treated  in  tlie  office  by  the 
injection  of  quinine  and  urea.  Some  have  stated  thej'  have  recurrences  following  this 
method.  I  think  the  trouble  is  that  the  cases  are  not  treated  long  enough.  The  average 
case  I  treat  with  quinine  and  urea  takes  from  four  to  six  weeks  and  sometimes  longer 
for  a  complete  cure.  In  the  majority  of  cases  we  get  a  symptomatic  cure  after  the  first 
two  or  three  treatments — the  patient  feeling  entirely  relieved,  but  we  continue  to 
give  these  injections  until  examination  shows  that  all  the  hemorrhoids  are  gone. 
I  think  if  you  will  do  this  the  results  will  be  as  permanent  as  those  following  the 
operation. 

Dr.  John  L.  Jelks,  Memphis,  Tenn.:  The  Doctor  has  laid  stress  upon  the  care 
with  which  these  examinations  should  be  made,  which  is  very  important.  We  must 
not  forget  that  there  are  a  number  of  other  conditions  which  may  be  associated,  and 
in  some  cases  the  primary  etiologic  factor  is  somewhere  else  than  in  the  rectum.  I 
remember  one  man  who  left  my  office  because,  although  he  came  to  have  his  rectum 
examined,  we  first  examined  his  mouth  and  teeth.  However,  that  was  important  in 
his  case,  as  he  died  shortly  afterwards  of  high  blood  pressure,  and  his  trouble  was  the 
presence  of  pus  pockets  at  the  roots  of  teeth.  We  must  also  remember  the  importance 
of  learning  the  habits  of  life  of  the  patient — eating,  drinking,  etc.  Also  it  is  well  to 
remember  that  in  these  examinations,  as  the  Doctor  has  well  said,  the  patient  has 
been  examined  by  some  one  else  and  the  patient  is  scared,  the  patient,  whether  man 
or  woman,  is  timid,  and  should  be  approached  in  a  manner  very  different  from  the 
usual  manner  of  the  general  man  in  such  cases.  The  patient  should  be  properly  pro- 
tected; he  should  be  put  in  proper  position  and  handled  with  exceeding  care,  espec- 
ially when  he  has  a  painful  anal  condition.  An  instrument  I  have  found  of  value  is 
not  the  proctoscope,  not  a  rectal  speculum,  but  a  simple  nasal  speculum.  I  have 
found  it  wonderfully  useful  in  making  anorectal  examinations. 

Dr.  J.  Rawsox  Pennington,  Chicago,  III.:  I  think  that  from  80-90  per  cent  of 
all  rectal  diseases  occur  along  the  pectinate  line  rather  than  Hilton's  white  line,  as 
stated  by  the  essayist. 

For  the  benefit  of  those  who  have  inquired  about  my  valve  clip  for  dividing  the 
rectal  valves  in  constipation  I  will  say  that  I  have  modified  it  so  that  it  can  be  readily 
applied  through  a  proctoscope  %  inch  in  diameter. 

Dr.  Louis  J.  Hirschman,  Detroit,  Mich.:  There  is  a  tremendouslotin  the  aesthe- 
tics of  rectal  examinations.  First  impressions  are  always  the  most  lasting  and  the 
average  patient  who  consults  a  proctologist  is  one  who  has  usually  been  examined 
by  a  man  who  does  one  of  two  things — he  either  asks  the  patient  to  lean  over  a  chair, 
as  the  Doctor  described — and  then  thrusts  an  examining  finger  into  the  anal  canal 
until  the  patient  refuses  to  have  him  go  any  farther;  or  perhaps  he  takes  a  bivalve 
speculum — that  instrument  of  torture  which  certainly  has  its  uses  in  many  hands, 
but  which  to  my  mind  should  never  be  used  as  an  examining  instrument.  I  believe 
many  patients  leave  doctors  who  use  this  instrument  because  of  the  painfulness  of 
such  examination.  I  believe  we  should  not  attempt  to  do  much  the  first  time  we  exam- 
ine a  patient,  even  though  the  examination  is  not  very  thorough;  because  when  we 
gain  the  confidence  of  the  patient,  the  next  time  we  can  do  more. 
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I  have  made  it  a  practice  in  making  the  first  digital  examination  to  use  my  little 
finger.  I  have  educated  my  little  finger  so  the  touch  is  as  accurate  as  the  index  finger, 
and  I  believe  that  method  has  saved  manj'  patients  for  me.  After  you  have  made  this 
little  finger  examination,  if  you  find  it  enters  easily,  then  next  time  you  can  use  the 
index  finger.  I  instruct  my  students  and  assistants  never  to  examine  with  a  stifi 
finger.  Use  a  soft  little  finger  first,  then  a  soft  index  finger  later  if  you  wish  to  gain  some 
information  higher  up. 

In  making  instrumental  examinations  I  use  the  smallest  calibre  instrument 
through  which  I  can  see.  I  have  three  sizes,  the  smallest  of  which  is  the  size  of  the 
little  finger,  the  medium  size  is  that  of  the  index  finger,  and  the  largest  the  size  of  the 
thumb.  We  find  that  we  get  all  the  information  we  require  through  the  small  procto- 
scope by  using  artificial  light,  and  in  that  way  we  are  able  to  examine  many  painful 
conditions  without  hurting  the  patient.  Patients  will  say  "  I  am  surprised.  I  expected 
to  be  hurt  more."  Then  you  have  that  patient.  He  is  in  the  right  receptive  psychic 
state  and  is  willing  to  follow  your  treatment.  So  the  first  thing  to  remember  is  con- 
servatism in  your  examination. 

The  use  of  local  anesthesia  in  connection  with  examinations  is  very  important. 
If  you  have  a  patient  who  is  sensitive,  inject  a  few  drops  of  novocaine,  and  it  will  make 
the  rest  of  the  examination  practically  painless. 

Dr.  Descum  C.  McKenney,  Buffalo,  N.  Y.;  Dr.  Beach  makes  a  splendid  point 
when  he  emphasizes  the  importance  of  painless  examination  of  our  patients.  This 
should  distinguish  the  proctologist  from  one  less  trained.  When  a  patient  complains  of 
pain  in  the  rectum,  digital  examination  roughly  and  hurriedly  made  causes  spasm 
of  the  sphincter  and  great  pain.  Such  an  examination  is  valueless.  The  discomfort  of 


digital  examination  can  be  minimized,  if — first  of  all — one  will  take  the  pains  to  find 
out  at  what  particular  spot  in  the  rectal  or  anal  canal  the  pain  is  produced.  Pro- 
gressive palpation  over  the  sphincter  externally  often  reveals  that  spot,  but  a  much 
more  satisfactory  way  is  palpation  of  the  inside  of  the  canal  by  means  of  a  round  end, 
blunt  probe  which  does  not  produce  pain  when  being  inserted.  The  probe,  well  lubri- 
cated, is  at  first  passed  one  inch  into  the  canal,  painlessly  in  every  condition  owing 
to  the  small  size  of  the  instrument,  its  smoothness,  good  lubrication  and  the  fact 
that  it  can  be  passed  carefully  under  the  direction  of  the  eye.  Very  gentle  palpation 
with  the  probe  is  then  made  progressively  around  the  anal  circumference  until  the 
patient  tells  you  the  pain,  of  which  he  complains,  is  produced.  Thus,  the  lesion  is 
located.  First  the  probe  is  passed  up  one  inch,  taking  in  the  area  of  the  external 
sphincter,  and  later  two,  three  or  more  inches,  so  that  palpation  can  be  made  any 
desired  distance  above  the  orifice.  Having  located  the  lesion,  the  finger  can  be  inserted, 
for  further  palpation,  by  crowding  it  toward  the  side  opposite  the  lesion,  which  is 
thus  avoided,  and  the  pain  minimized. 
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Dr.  William  W.  Beach  (closing):  I  can  only  say  that  the  object  of  the  paper  has 
been  secured — free,  critical  discussion.  I  had  hoped  for  even  more. 

I  quite  agree  with  the  suggestions  extended  and  Doctor  Manes  has  just  taken  the 
words  out  of  my  mouth.  I  was  going  to  describe  what  I  saw  in  his  office,  and  I  can 
verify  his  statement,  that  bj^  the  application  of  10  per  cent  solution  of  cocaine  on  a 
toothpick  you  get  relaxation,  and  the  use  of  the  proctoscope  is  painless  after  that. 

I  want  to  say  that  I  would  have  been  using  Pennington's  clips  during  the  war 
period  if  I  could  have  secured  them.  I  have  already  given  an  order  for  the  new  type, 
and  believe  that  in  proper  cases  that  is  a  very  efficient  method  of  treatment  for 
constipation. 


FOREIGN  BODIES  IN  THE  RECTUM. 

John  D.  Stewart,  M.  D. 

new  york,  n.  y. 

One  of  the  most  interesting  developments  in  the  practice  of  surgery 
and  medicine  in  recent  years  is  the  gradual  process  of  specialization 
among  surgeons  and  medical  men. 

When  one  considers  that  he  may  have  devoted  the  greater  part  of 
his  career  to  the  study  and  treatment  of  one  particular  disease  and  reflects 
on  the  ever  new  and  endless  ramifications,  which  present  themselves 
long  after  he  might  reasonably  think  he  knows  about  all  there  is  to  know 
on  his  subject,  it  would  seem  that  this  process  of  specialization  may  lead 
in  time  to  even  more  restricted  areas  of  work,  than  is  the  case  today. 

It  is  only  of  comparatively  recent  date  that  any  particular  regard 
has  been  paid  to  specialization  in  diseases  of  the  rectum,  and  yet  every 
proctologist  knows  what  an  enormous  number  of  cases  come  to  him  with 
pronounced  rectal  disorders,  which  have  been  more  or  less  overlooked 
in  previous  physical  examinations.  A  proctoscopical  examination  should 
be  as  much  a  matter  of  routine  in  a  general  examination  as  a  sputum  test 
or  an  examination  of  the  heart. 

A  patient,  complaining  of  this  or  that,  goes  the  round  ot  doctors, 
sometimes  for  a  considerable  period,  before  it  occurs  to  one  or  the  other  ol 
his  advisers  to  examine  his  rectum.  Take  for  instance  the  case  of  a  child 
of  twenty  months,  who  had  been  attended  by  the  family  physician  for 
some  time  before  he  finally  came  for  our  service.  Although  the  movements 
of  the  child  indicated  that  the  pain  was  in  the  lower  abdomen  rather  than 
in  the  rectum,  arectal  examination  was  made  with  the  result  that  a  hard 
substance  was  detected  in  the  ampulla.  A  series  of  gastrointestinal  .v-ray 
plates  were  made,  which  were  reported  as  being  negative,  but  later  a 
barium  colon  enema  was  given,  w  hich  demonstrated  to  us  the  presence  of  a 
good  sized  open  safety  pin.  This  was  removed  without  much  difficulty. 
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The  absorption  caused  through  the  accidental  or  intentional  intro- 
duction of  foreign  bodies  into  the  rectum  is  often  the  cause  of  grave 
complications. 

Among  foreign  bodies,  accidentally  introduced,  may  be  mentioned, 
toothbrush  bristles,  irregular  stones  of  plums  or  peaches,  pieces  of  fish 
and  chicken  bones,  splinters  of  boxes  that  have  contained  cereals,  etc. 
Parasites  might  be  also  classed  among  these. 

These  foreign  bodies  may  have  lodged  in  the  mucous  membrane  or 
crypts  of  Morgagni  for  some  time,  giving  rise  to  much  pain  and  anxiety 
before  the  cause  is  found  and  removed.  In  early  childhood  the  lack  of 
attention  and  treatment  given  to  parasites  has  often  resulted  in  attempts 
at  rehef,  which  have  given  rise  to  stimulation  of  sensation  and  afterwards 
to  sexual  perversion. 

It  is  interesting  to  observe  that,  while  the  introduction  of  a  foreign 
body  into  the  rectum  may  not  always  give  rise  to  local  pain,  a  general 
indisposition  may  result.  This  is  explained  by  the  fact  that  a  hyper- 
peristalsis  really  takes  place,  and  in  some  cases  extensive  traumatism 
with  perforation  maj'  result. 

Foreign  bodies  intentionally  introduced  into  the  rectum  may  be 
classed  under  three  heads. 

1.  For  the  relief  of  pain. 

2.  For  the  stimulation  of  sensation,  either  on  the  part  of  the  trans- 
mitter or  the  receiver,  i.  e.,  sexual  perversion. 

3.  For  criminal  purposes. 

Among  the  first,  Erdmann  reports  a  case  of  a  man  suffering  from 
chronic  constipation.  Being  in  the  habit  of  using  a  daily  enema,  he  con- 
ceived the  idea  of  connecting  the  bath  faucet  with  his  rectal  tube.  He  suc- 
ceeded in  blowing  a  hole  through  his  sigmoid.  Silleck  reports  a  parallel  case 
in  which  a  man  used  his  garden  hose  for  the  purpose,  thus  rupturing  his  sig- 
moid. A  strong  suspicion  of  perversion  is  apparent  in  both  instances. 

A  patient  in  one  of  the  clinics  at  Copenhagen  is  reported  as  having 
inserted  a  large  smooth  stone,  weighing  more  than  nine  hundred  grams, 
to  relieve  an  extreme  rectal  prolapse.  It  was  eventually  removed  by  the 
long,  narrow  hand  of  a  young  boy.  Hockenhull  cites  an  extraction  of  four 
hundred  and  two  stones  from  the  rectum  of  a  boy  of  seven.  Whether 
this  was  done  to  relieve  parasitical  annoyance  or  was  a  case  of  early  sex 
perversion,  is  not  stated. 

Of  late  a  few  cases  have  been  reported  in  which  compressed  air 
machines  have  been  applied  with  fatal  results.  In  these  cases  the  sigmoid 
as  well  as  the  large  bowel  has  been  found  to  be  ruptured. 

There  are  several  instances  on  record  in  which  thermometers  and 
broken  rectal  tubes  have  been  removed. 
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The  late  Dr.  James  P.  Tuttle  referred  to  a  case  in  which  a  farmer  had, 
by  an  ingenious  method,  arranged  a  handle  to  a  corn  cob.  This  he  passed 
through  the  anus  daily  to  relieve  his  obstipation.  The  cob  became  disen- 
gaged from  the  handle  and,  gradually  working  its  way  up  in  the  sigmoid, 
gave  rise  to  excruciating  pain.  After  several  hours  he  consulted  a  surgeon. 
Much  distention  and  general  sepsis  were  noted.  As  a  last  resort  an  abdom- 
inal section  was  done.  The  implement  had  sloughed  through  into  the 
abdomen,  and  the  patient  succumbed  to  general  peritonitis.  Another  case 
is  reported  in  which  a  man,  living  in  a  rural  district,  having  become 
impacted,  was  discovered  on  examination  to  have  inserted  a  piece  of  a 
i^ean  pole  five  and  one-half  inches  in  length.  It  was  removed  with  con- 
siderable difficulty,  the  coccyx  being  disarticulated. 

In  the  matter  of  sex  perversion  the  reports  in  any  literature  devoted 
to  lunacy  are  rich  in  material.  Of  these  some  cases  are  of  certain  interest 
in  the  matter  of  treatment.  Helvin  of  Paris,  a  number  of  years  ago,  spoke 
of  a  case,  in  which  a  French  prostitute  permitted  a  number  of  medical 
students  to  insert  a  frozen  pig's  tail  into  her  rectum.  The  bristles  had 
been  cut  short  and  a  piece  of  the  tail  allowed  to  protrude.  This  later  gave 
rise  to  violent  symptoms.  After  six  or  seven  days  Marchetti  was  appealed 
to,  and  he  removed  the  object  by  passing  a  hollow  reed  into  the  rectum 
over  it  and  outside  the  bristles,  withdrawing  both  reed  and  tail  simul- 
taneously. Another  case  is  reported  of  a  monk  who  inserted  a  bottle 
into  the  rectum  in  the  hope  that  it  would  drip  automatically.  The 
bottle  slipped  up  into  the  large  bowel  and,  some  months  later  after 
violent  pain  rendered  advice  necessary,  was  removed. 

There  are  several  instances  of  poisoning  by  means  of  the  rectum  in 
medical  and  criminal  literature.  One  case  is  related  of  the  introduction 
by  his  nurse  of  phosphorus  matches  into  the  anus  of  a  young  boy,  heir 
to  a  considerable  fortune.  Death  resulted  after  a  few  days.  The  woman 
was  arrested  and  committed  suicide. 

A  convict  at  Brest  pushed  into  his  rectum  a  box  of  tools.  Serious 
symptoms  resulted  and  in  four  days  death.  At  the  autopsy  the  box  was 
detected  in  the  transverse  colon.  It  was  cylindrical  in  shape,  made  of 
sheet  iron  and  covered  with  skin,  six  inches  long,  five  inches  broad,  and 
weighed  twenty-two  ounces.  It  was  found  to  contain  a  piece  of  gun  barrel, 
a  screw  driver,  a  saw  for  cutting  wood,  and  another  for  metal,  a  file  and 
a  boring  tool,  a  half  franc  and  four  franc  pieces,  some  thread  and  a 
piece  of  tallow.  These  tool  boxes  were  in  common  use  among  the  convicts 
and  it  was  a  common  practice  to  conceal  them  in  the  rectum.  In  this 
particular  case,  as  a  guard  approached,  he  pushed  the  wrong  end  of  the 
box  in  first  and  could  not  afterwards  dislodge  it. 

Numerous  cases  of  smuggling  jewels  in  the  rectum  have  been  re- 
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ported,  and  of  late  a  considerable  trafTic  is  said  to  be  going  on  in  the  same 
way  in  the  sale  of  narcotics. 

In  the  Journal  of  the  American  Medical  Association,  November,  192 1, 
Doctor  Hartwig  of  Los  Angeles  tells  of  a  patient  from  whose  rectum  he 
had  removed  a  large  irregular  stick  eleven  inches  in  length,  which  had 
been  forcibly  introduced  by  two  assailants.  History  has  it  that  King 
Edward  II  of  England  met  his  death  by  the  introduction  of  a  red-hot 
poker. 

Although  a  human  birth  from  the  rectum  does  not  come  actually 
under  the  heading  of  foreign  bodies,  it  is  interesting  to  note  that  such 
cases  have  been  reported.  Lockhart-Mummery  reports  a  case  by  Payne 
of  a  woman,  aged  thirty-three,  who  has  been  in  labor  thirty-six  hours  and 
in  whom  there  was  a  congenital  absence  of  the  vaginal  orifice.  The  child's 
head  was  presented  at  the  anus,  and  was  dehvered  by  this  route  without 
serious  difficulty.  Another  case  is  reported,  in  which  a  rupture  of  the 
uterus  at  the  time  of  confinement  made  it  possible  to  deliver  the  foetus 
by  the  anus,  and  still  another  of  extrauterine  pregnancy  reported  by 
Morisani,  in  which  delivery  was  by  the  same  route. 

With  regard  to  the  treatment  and  removal  of  foreign  bodies  from  the 
rectum,  if  of  soft  material  they  may  usually  be  grasped  by  sharp  forceps 
or  a  gimlet.  Palpation  and  manipulation  of  the  abdomen  at  the  same 
time  are  helpful,  if  the  mass  can  be  felt. 

In  the  removal  of  such  bodies  as  pieces  of  glass,  much  difficulty  may 
be  experienced  because  of  the  readiness  with  which  they  break,  but  with 
the  aid  of  a  bivalve  speculum,  a  long  sponge  holder  and  a  ball  of  adhesive 
plaster,  with  the  adherent  side  out,  they  may  usually  be  picked  up. 
Some  time  ago  a  case  was  seen  in  which  a  surgeon,  two  or  three  days  after 
a  hemorrhoidectomy,  ordered  the  removal  of  a  rectal  plug  commonly 
used  and  some  three  inches  in  length.  The  nurses  reported  it  missing. 
After  a  search  in  the  bed  linen,  etc.  had  been  carefully  made,  a  procto- 
scop3^  was  done  and  the  plug  was  found  to  have  slipped  up  into  the 
sigmoid,  from  which  it  had  to  be  removed. 

No  doubt  many  or  all  of  my  hearers  have  had  cases  of  foreign  bodies, 
which  have  reached  lodgment  in  the  rectum  or  sigmoid,  either  by  inges- 
tion through  the  mouth  or  by  introduction  through  the  anus,  and  it  is 
hoped  that  discussion  of  this  paper  will  bring  out  such  interesting 
experiences. 

DISCUSSION. 

Dr.  Collier  F.  Martin,  Philadelphia,  Pa.:  I  have  in  my  possession  a  stick  8^4, 
inches  long,  removed  from  the  rectum  of  a  prisoner  in  the  State  Penitentiary.  It  had 
been  retained  five  days  before  removal.  Some  years  ago  I  removed  from  a  boy's 
rectum  a  small  tin  whistle,  which  had  been  swallowed  several  days  previously.  A 
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number  of  years  ago.  Dr.  Lewis  H.  Adier,  Jr.,  removed  portions  of  an  extrauterine 
pregnancy  which  had  ruptured  in  the  rectum. 

I  might  suggest  another  class  to  include  foreign  bodies  accidentally  introduced 
during  surgical  manipulation.  I  had  the  misfortune  to  break  a  glass  McElroy  syringe 
in  the  rectum  of  one  patient.  It  was  necessary  to  remove  the  patient  to  a  hospital  and 
administer  an  anesthetic  before  all  of  the  ghxss  could  be  removed. 

Dr.  Daniel  Morton,  St.  Joseph,  Mo.:  In  a  pancake  flour  factory  in  our  town 
they  have  a  compressed  air  apparatus  with  which  the  employees  clean  up  after  they 
are  through  with  their  day's  work.  Two  years  ago  one  of  their  men  was  brought  to 
me.  He  was  a  new  employee  and  the  old  hands  had  taken  him,  thrown  him  on  the 
i^round,  and  done  just  what  Doctor  Stewart  has  spoken  of — taken  the  compressed 
air  apparatus,  inserted  it  in  his  rectum,  and  turned  on  the  air.  Me  was  suffering  pain 
and  in  great  shock.  I  removed  him  to  a  liospital  thinking  perhaps  he  had  a  ruptured 
gut,  and  that  a  laparotomy  would  be  required,  but  he  managed  to  expel  the  gas 
after  twenty-four  hours  and  I  discharged  him.  This  man  was  in  great  agony,  and  had 
they  gone  a  little  further  with  their  fun,  no  doubt  he  would  have  had  a  rupture  of  the 
rectum  or  bowel  as  Dr.  Stewart  mentions. 

Several  cases  of  foreign  bodies  in  connection  with  stricture  have  come  to  my 
attention  recently.  \\'ithin  the  last  month  I  have  had  a  patient  who  was  referred 
to  me  for  anal  stricture  following  operation  for  hemorrhoids.  Examination  revealed 
the  fact  that  he  had  swallowed  the  stone  of  an  olive,  which  was  removed  without 
difficulty  and  afforded  relief. 

Insanity  in  connection  with  this  question  of  foreign  bodies  in  the  rectum  has  been 
recently  called  to  my  attention  owing  to  the  fact  that  I  am  at  present  making  routine 
examination  of  all  the  insane  patients  in  the  hospital  at  St.  Joseph,  Missouri.  We  have 
2,000  patients  there  and  under  the  present  administration  it  was  proposed  to  establish 
a  visiting  staff  at  that  institution.  I  have  been  going  through  that  institution,  and 
expect  to  continue  if  politics  do  not  prevent,  making  routine  examination  of  the 
entire  2,000  patients.  We  find  a  good  many  of  these  rectal  foreign  body  cases.  Just 
last  week  I  found  a  patient  who  had  a  large  ball  of  brown  paper  in  the  rectum  which 
he  had  been  putting  in  by  degrees  until  it  was  the  size  of  an  orange.  I  removed  it 
piece  by  piece. 

In  connection  with  this  examination  of  the  insane  I  would  like  to  suggest  that  if 
any  of  the  members  of  this  Society  are  located  in  cities  where  there  are  such  insti- 
tutions they  will  find  a  wonderful  field  for  the  development  of  the  proctologic  side 
of  their  work.  We  are  building  at  St.  Joseph  a  $250,000  hospital  in  connection  with 
the  State  Hospital  for  the  Insane,  and  there  will  be  a  visiting  staff  representing  the 
various  specialties.  These  patients  are  to  be  treated  and  operated  for  physical  ills 
with  the  idea  of  improving  their  mental  condition. 

Dr.  Ralph  W.  Jackson,  Fall  River,  Mass.:  In  the  brief  abstract  of  Dr.  Stewart's 
paper,  which  appears  on  the  program,  I  notice  that  he  classifies  cases  of  this  kind  as 
originating  largely  from  attempts  to  relieve  pain,  from  the  vagaries  of  hysteria,  or 
from  sex  perversion.  I  must  come  from  a  remarkable  city,  for,  while  its  inhabitants 
certainly  like  to  relieve  pain,  I  have  never  seen  any  patients  who  have  had  sufficient 
hysteria  to  attempt  to  do  it  in  this  way.  About  sex  perverts  I  maintain  a  discreet 
silence.  Personally  I  have  not  happened  to  see  many  cases  of  foreign  bodies  in  the 
rectum  except  those  which  have  passed  through  the  alimentary  canal  from  the  mouth 
down,  and  in  particular  I  have  seen  several  cases  of  children  who  have  swallowed 
coins.  Here  like  the  rest  of  you,  I  show  my  professional  ability  by  being  sure  that, 
although  they  have  swallowed  only  a  small  amount,  they  cough  up  a  good  deal  more. 
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One  case,  with  which  I  had  some  connection  may  give  you  a  suggestion  as  to 
getting  hold  of  bottles  or  things  of  that  kind  in  the  rectum.  An  ordinary  tonsil  snare 
was  used,  and  the  wire  loop  of  this  could  be  gotten  over  the  neck  of  a  bottle,  and,  if 
drawn  tightly,  would  naturally  assist  in  removing  such  a  foreign  body. 

Dr.  Curtis  C.  Mechling,  Pittsburgh,  Pa.:  If  you  read  Doctor  Chevalier  Jackson's 
book  "Removal  of  Foreign  Bodies  from  the  Esophagus  and  Trachea"  I  think 
you  will  be  helped  in  this  work.  I  think  the  removal  of  foreign  bodies  from  the  lower 
bowel  may  be  compared  with  the  removal  of  foreign  bodies  from  the  upper  respiratory 
tract.  I  found  by  observing  his  methods,  which  are  original  and  unique  and  mostly 
simple,  that  I  have  been  helped  in  removing  the  few  foreign  bodies  I  have  attempted. 
I  would  recommend  the  members  of  this  Society  to  study  that  book.  He  has  taken 
safety  pins  and  turned  them  in  the  trachea  and  removed  them.  It  is  worth  while  for  a 
proctologist  to  know  his  methods. 

Dr.  Alois  B.  Graham,  Indianapolis,  Ind.:  To  one  who  has  had  no  experience  with 
cases  of  unusual  foreign  bodies  in  the  rectum  this  paper  of  Doctor  Stewart's  leaves 
little  room  for  discussion.  I  have  only  had  to  do  with  minor  cases,  which  as  you  all 
know  produce  considerable  pain,  but  are  easily  relieved. 

In  removal  of  foreign  bodies  the  speculum  with  which  the  older  members  are 
familiar,  the  Cook  tri-valve  speculum,  has  always  appeared  to  me  to  be  of  great 
value.  Foreign  bodies  in  the  rectal  pouch  can  with  this  speculum  be  removed  rather 
easily. 

Dr.  Louis  J.  Hirschman,  Detroit,  Mich.:  Speaking  of  unusual  things  introduced 
into  the  rectum,  I  would  like  to  mention  two  rather  common  things  introduced. 
Several  years  ago  a  man  came  to  me  who  had  been  suffering  with  constipation  for 
years.  He  had  tried  everything,  and  finally  he  went  to  a  drug  store  and  bought  a  set 
of  hard  rubber  dilators.  He  put  one  of  the  largest  size  into  the  rectum,  using  olive  oil 
as  a  lubricant.  It  kept  on  going  up  and  in  some  way  after  it  got  into  the  sigmoid  and 
before  it  stimulated  peristalsis  it  was  turned  back  into  the  posterior  rectal  wall. 
We  put  a  proctoscope  in  there  and  found  it.  It  had  perforated  the  rectal  wall  and  was 
up  against  the  periosteum.  We  used  local  anesthesia  and  dilated  the  sphincter  and 
then  took  a  long  hysterectomy  clamp  and  pushed  it  up,  turned  it  and  pulled  it  down. 
These  dilators  are  in  such  general  use  that  it  is  surprising  that  we  do  not  meet  with 
this  condition  oftener.  It  cured  that  man  of  any  further  attempt  at  self-treatment 
for  constipation. 

Another  instance  is  that  of  a  broken  glass  enema  tip.  I  had  a  case  recently  of  this 
kind.  The  tip  was  down  in  the  crypts  of  Morgagni.  I  took  an  ordinary  suppository 
of  cocoa  butter  and  pushed  it  up  against  the  tip  and  it  came  out  very  nicely. 

Dr.  E.  G.  Martin,  Detroit,  Mich. :  I  can  hardly  let  this  opportunity  pass  without 
mentioning  my  experience  in  the  use  of  Dr.  Hirschman's  rectal  massage  apparatus 
for  the  cure  of  constipation,  with  which  you  are  all  probably  familiar.  A  number  of 
years  ago  I  was  treating  a  woman  with  this  massage  for  constipation  by  inflating  the 
bag  on  the  end  of  a  bougie.  The  patient  began  to  complain  of  increasing  pain  and 
peristalsis  but  I  said  that  was  just  what  I  desired  so  I  continued  with  the  treatment — 
alternately  inflating  and  letting  the  air  out.  After  some  time  the  peristalsis  and  pain 
increased  to  such  an  extent  that  she  could  not  stand  it,  so  I  removed  this  "foreign 
body."  She  could  not  get  up  from  the  table  at  that  time  and  it  became  necessary, 
in  order  to  relieve  her,  to  cut  her  corset-strings.  Finally  we  gave  her  morphine  and 
sent  her  to  her  home.  After  she  had  gone  I  examined  the  bag  and  found  a  small  hole 
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in  it  so  that  all  the  air  did  not  come  back  through  the  bougie  but  instead  went  into 
her  colon  which  of  course  I  had  filled  with  air.  This  rather  disagreeable  event  resulting 
from  the  use  of  a  pneumatic  dilator  is  mentioned  to  save  some  other  patient  and 
physician  a  like  unpleasantness. 

Dr.  John  D.  Stewart  (closing):  The  manner  in  which  you  have  responded  in 
discussing  my  paper  is  most  gratifying.  In  closing  I  just  want  to  speak  of  two  or  three 
things  that  may  be  of  interest. 

It  is  a  well-known  fact  that  not  infrequently  in  cases  of  pruritus  ani  patients  intro- 
duce a  well  lubricated  finger  or  bougie,  and  in  a  good  many  cases  they  get  a  little 
relief.  Not  long  ago  I  had  a  patient  come  into  my  office  who  had  been  passing  a  broom 
handle  on  himself  for  one  and  a  half  years.  Other  men  have  observed  similar 
conditions. 

Not  long  ago  an  interesting  case  was  reported  from  Baltimore  in  which  a  test- 
tube  about  ten  inches  long  was  removed  from  the  sigmoid.  By  abdominal  manipu- 
lation it  was  finally  moved  into  the  rectum  where  it  could  be  reached. 

In  many  of  these  instances  men  while  under  alcohol  will  do  things  of  this  kind  in  an 
attempt  to  stimulate  sensation.  Not  long  ago  I  saw  a  case  where  a  beer  glass  had  been 
pushed  into  the  rectum,  and  the  brim  had  broken  off.  Under  general  anesthesia 
it  was  not  difficult  to  remove. 

There  are  cases  reported  of  impactions  from  bismuth  and  barium,  and  some  one 
told  me  of  a  case  in  Boston,  of  a  man  who  was  a  bran-eater,  and  had  a  large  mass  of 
bran  removed  from  the  sigmoid. 


CONSTIPATION  AND  ITS  SURGICAL  RELATIONS. 
James  C.  Minor,  M.  D.,  F.  A.  C.  S. 

KANSAS    CITY,    MO. 

Perhaps  90  per  cent  of  all  cases  of  constipation  are  produced  by  some 
one  or  more  of  the  many  diseases  and  obstructions,  which  occur  in  the 
rectum  and  sigmoid  flexure,  and  can  be  relieved  permanently  only  by 
surgical  interference.  Constipation  is  the  most  frequent  of  all  human 
ailments,  barring  none,  but  should  be  recognized  as  a  symptom  rather 
than  as  a  pathologic  entity.  It  is  not  the  writer's  intention,  however, 
to  go  into  an  exhaustive  consideration  of  this  subject,  since  the  field  is 
too  great. 

I  would  like  to  call  attention  to  a  few  conditions  which  are  very  com- 
monly associated  with  constipation,  and  which  in  most  cases  clear  up 
after  having  the  disease  or  obstruction  in  the  rectum  removed,  with  con- 
sequent reestablishment  of  normal  alvine  dejections,  and  thereby  relief 
from  many  very  distressing  and  sometimes  alarming  symptoms.  I  refer 
especially  to  lumbago,  sciatic  neuralgia,  kidney  disturbances,  chronic 
appendicitis,  and  gall-bladder  obstruction.  A  few  of  the  direct  causes  of 
constipation  are  hemorrhoids,  fissure,  fistula,  stricture,  hypertrophy  of 
the  sphincters,  growths  of  various  kinds  including  carcinoma,  and  viola- 
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tions  of  hygienic  laws,  such  as  improper  habits,  errors  in  diet,  quality 
and  kind  of  food,  and,  most  important,  insufficient  quantities  of  fluid. 
To  reahze  how  essential  is  this  last  ingredient,  one  has  only  to  recall  the 
fact  that  a  large  percentage  of  normal  fecal  matter  should  be  water. 
Yet  I  think  I  am  not  extravagant,  when  I  say  that  there  is  not  one  person 
in  twenty  who  drinks  sufficient  water  to  be  normal  or  adequate  to  the 
demands  of  the  human  system.  I  think  the  medical  profession  in  general 
now  recognizes,  more  than  ever  before,  the  importance  of  rectal  diseases 
and  their  relation  to  the  whole  economy,  and  the  fact  that  no  general 
physical  examination  is  complete  without  a  careful  rectal  examination, 
even  thougli  the  patient  presents  no  symptoms  of  such  trouble.  In  my 
opinion,  there  is  no  class  of  disease  which  acts  more  directly  on  the  sym- 
pathetic nervous  system.  The  treacherousness  and  deceptiveness  of 
rectal  disease  is  very  great.  To  the  average  individual  it  sounds  absurd 
to  say  that  a  patient  can  have  carcinoma  of  the  upper  portion  of  the 
rectum  or  sigmoid  flexure  and  not  know  it,  through  lack  of  prominent 
symptoms  to  indicate  it,  and  yet  it  is  true.  Carcinoma  located  above  the 
sphincter  muscles  causes  no  pain  at  all  in  its  early  stages,  but  later  in  its 
development,  when  the  deeper  structures  become  involved,  the  pain  is 
most  excruciating. 

Purgatives  should  be  avoided  as  much  as  possible  in  the  treatment  of 
constipation,  because  of  their  irritating  effects  on  the  stomach  and  bowel 
mucosa,  and  instead  one  should  seek,  and  in  the  majority  of  cases,  after 
examination,  will  find  a  definite  cause  which  should  be  removed  or  cor- 
rected, whether  it  be  constitutional  or  mechanical  in  character.  Under 
the  latter  heading  we  must  always  bear  in  mind  extra-intestinal  causes, 
such  as  neoplasms  of  the  abdominal  and  pelvic  viscera,  retrodisplace- 
ments  of  the  uterus  and  enteroptosis,  and  also  hypertrophy  of  Houston's 
valves,  congenital  narrowness,  hypertrophy  of  the  external  sphincters 
or  the  opposite  condition,  complete  relaxation  of  the  sphincters  (as 
found  sometimes  in  specific  cases),  and  partial  intussusception  of  the 
rectal  mucosa  from  lack  of  tonicity. 

To  explain  reflex  or  indirect  effects  from  constipation  or  obstipation, 
we  have  some  retained  fecal  matter,  regardless  of  the  use  of  laxatives, 
and  a  process  of  absorption  going  on  continuously,  which,  in  turn,  affects 
the  general  secretions  and  intestinal  digestion,  produces  more  or  less 
toxemia,  and  causes  gas  pressure  and  consequent  gall-bladder  and  appen- 
dix disturbances.  It  is  a  rule,  to  which  there  are  few  exceptions,  that  any 
anorectal  lesion  may  be  caused  or  seriously  modified  by  constipation  or 
obstipation.  Venous  congestion  is  one  of  the  great  underlying  factors 
in  the  production  of  rectal  diseases,  accumulation  of  feces  in  the  rectum 
or  sigmoid  impeding  the  return  blood  current,  and  traumatic  infection 
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even  to  the  extent  of  malignancy  may  result.  The  majority  of  cases 
of  malignancy,  which  it  has  been  my  privilege  to  observe,  have  given  no 
history  of  heredity,  but  rather  one  of  some  benign  condition,  preceding 
the  mahgnant  one,  which  could  have  been  corrected  by  surgical  inter- 
ference. I  am  therefore  convinced  that  the  constant  irritation  of  the 
feces,  passing  over  a  benign  condition,  can  produce  a  mahgnant  one,  and 
especially  are  the  effects  exaggerated  by  constipated  feces.  For  that 
reason  constipation  should  be  chissed  as  a  predisposing  cause  of  cancer 
of  the  rectum.  It  is  difficult,  I  know,  to  get  the  laity  to  fully  comprehend 
the  importance  of  this,  but  I  think  it  can  be  accomphshed  best  through 
the  family  physician. 

I  would  particularly  call  the  family  physician's  attention  to  the  im- 
portance of  examining  his  patient  more  carefully,  when  he  presents 
himself  with  rectal  complaints  which  are  usually  referred  to  him  as 
hemorrhoids,  a  mistaken  diagnosis  in  the  majority  of  cases.  While 
the  patient  may  have  hemorrhoids,  there  are  many  other  conditions  and 
complications  which  are  possible  in  the  case,  and  may  be  very  important 
and  require  immediate  attention.  By  giving  these  cases  more  careful 
consideration,  there  will  be  earlier  recognition  of  any  pathologic  condi- 
tion that  may  exist,  and  then,  with  proper  operative  procedure  and  post- 
operative care,  not  only  will  happy  direct  results  be  obtained,  but  many 
other,  sometimes  serious,  symptoms  in  various  parts  of  the  body  will 
clear  up,  to  say  nothing  of  the  prevention  of  carcinoma  which  sends  so 
many  thousands  to  untimely  graves. 

In  conclusion,  permit  me  to  lay  special  stress  upon  the  importance 
of  the  postoperative  care  in  all  rectal  cases.  It  does  not  matter  what  the 
character  of  the  trouble  may  be,  you  can  not  obviate  the  facts  that  you 
have  the  feces  and  gases  to  contend  with  more  or  less  continuously,  and 
that  by  them  the  surgical  field  is  exposed  to  infection;  and,  hence,  the 
importance  of  careful  aseptic  and  antiseptic  dressings  and  care. 

DISCUSSION. 

Dr.  Collier  F.  Martin,  Philadelphia,  Pa.:  Naturally  we  would  expect  relief  of  a 
constipation  by  the  removal  of  any  local  obstruction.  Operations  upon  such  organs 
as  the  gall-bladder,  appendix,  or  removal  of  any  other  focus  of  infection  may  exert  a 
favorable  influence  upon  the  functional  activity  of  the  bowels.  Constipation  should  be 
relieved  by  whatsoever  means  may  be  necessary;  as  in  all  these  cases,  toxicity  plays 
an  important  part.  Rectal  pathology  should  be  corrected  as  a  routine  measure. 

Trauma  is  another  factor  that  causes  trouble  in  constipation  through  excessive 
straining  at  stool.  This  produces  an  interference  with  the  circulation,  and  may  even 
cause  breaks  in  the  mucosa,  paving  the  way  for  local  infection. 

Whether  trauma  is  actually  the  forerunner  of  malignancy,  is  an  open  question, 
but  it  seems  significant  that  carcinoma  occurs  where  trauma  is  most  frequent.  Partic- 
ularly is  this  true  of  the  recto-pelvic  junction,  at  which  point  the  bowel  is  much  con- 
tracted, thereby  favoring  injury  from  the  passage  of  hard  stools  or  foreign  bodies. 


44  James  C.  Minor 

Conversely,  it  is  equally  true  that  the  tissues  in  the  region  of  the  anorectal  line 
are  frequently  traumatized,  and  yet  malignancy  is  relatively  rare  in  this  area. 

Divulsion  of  a  spastic  anal  sphincter  relieves  that  form  of  constipation  due  to  anal 
obstruction  or  contraction.  Also  the  removal  of  anorectal  pathology  may  relieve 
sphincter  spasm. 

The  mechanism  of  constipation,  whether  influenced  by  mechanical,  secretory  or 
chemical  abnormalities,  as  yet  is  little  understood. 

Dr.  Alois  B.  Graham,  Indianapolis,  Ind.:  I  think  we  ought  to  be  exceedingly 
careful  about  accepting  Doctor  Minor's  statistics — that  90  per  cent  of  cases  of  con- 
stipation are  due  to  a  rectal  lesion.  I  believe  in  order  to  make  a  correct  diagnosis  of 
constipation  the  entire  digestive  tract  must  be  carefully  studied,  and  I  know  of  no 
way  of  determining  positively  that  constipation  is  of  the  rectal  type  until  the  indi- 
vidual has  been  subjected  to  many  rectal  examinations.  We  must  determine  the  diet 
of  which  that  individual  has  been  partaking;  we  must  determine  the  digestive  capacity 
of  his  stomach.  I  believe  we  cannot  say  positively  it  is  the  rectal  type  of  constipation 
without  repeated  examinations  and  without  determining  how  large  a  quantity  of 
fecal  material  is  down  in  the  rectal  pouch  which  the  patient  is  unable  to  expel. 

Dr.  Alfred  J.  Zobel,  San  Francisco,  Cal.:  As  I  take  it,  constipation  is  merely  a 
symptom.  If  I  am  not  mistaken  constipation  is  more  apt  to  be  due  to  disease  of  the 
appendix  and  gall-bladder,  than  is  disease  of  the  appendix  and  gall-bladder  to  be  due 
to  constipation.  As  we  know,  constipation,  being  a  symptom,  is  due  to  one  of  three 
causes — either  to  the  power,  to  the  passage,  or  to  the  passenger,  in  accordance 
with  the  form  it  takes.  If  it  is  due  to  power  the  fault  lies  in  the  mechanism  of  the 
bowel,  if  it  is  due  to  the  passage  the  fault  rests  with  the  intestinal  canal,  if  it  is  due 
to  the  passenger  it  is  due  to  some  fault  in  the  content  of  the  bowel  itself.  Therefore  I 
think  we  should  be  careful  in  speaking  of  disease  of  the  appendix  or  gall-bladder 
being  due  to  a  symptom,  and  realize  that  constipation  is  more  apt  to  be  due  to  disease 
of  the  appendix  or  gall-bladder. 

Dr.  James  C.  Minor  (closing) :  It  has  been  my  observation  that  many  extreme 
constipated  cases  are  often  associated  with  gall-bladder  disturbance  and  chronic 
appendicitis  produced  by  gas  pressure  that  is  superinduced  by  rectal  obstruction  and 
intestinal  indigestion.  If  the  obstruction  in  the  rectum  is  sufficient  to  prevent  the 
passage  of  fecal  material  it  is  also  sufficient  to  prevent  the  passage  of  gas  which 
proceeds  to  back  up  until  this  pressure  acts  as  a  form  of  trauma  in  the  region  of  the 
appendix  as  well  as  to  obstruct  the  flow  of  bile  from  the  gall-bladder. 

A  marked  example  of  this  kind  came  under  my  care  last  March.  A  lady  aged  55 
had  been  operated  on  one  year  previous  for  appendectomy  and  gall-bladder  obstruc- 
tion. Recovery  from  the  operation  was  uninterrupted  and  complete  but  her  severe 
periodical  pain  in  the  hepatic  region  continued.  She  had  no  anal  protrusion,  no  bleed- 
ing, no  pain  in  the  rectum,  in  fact  no  rectal  symptoms  except  obstinate  constipation 
or  obstipation.  Bowels  would  not  move  at  all  without  the  use  of  a  heavy  laxative  or 
enema.  Examination  revealed  large  internal  hemorrhoids,  intussusception  of  the  rectal 
mucoso  and  hypertrophy  of  the  sphincters.  After  operation,  removing  all  obstruction, 
bowel  movements  are  normal  and  hepatic  pain  has  disappeared.  No  recurrence  up 
to  present  time. 

In  many  such  cases  an  abdominal  section  could  be  avoided  if  the  rectal  disturbance 
was  corrected  first.  An  educational  campaign  should  be  encouraged  through  the 
practitioners  and  physical  diagnosticians.  No  general  physical  examination  is  com- 
plete without  a  careful  rectal  examination.  There  is  no  class  of  disease  where  the 
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sympathetic  influence  is  more  pronounced,  showing  its  effects  from  the  crown  of  the 
head  to  the  sole  of  the  feet;  often  rectal  pathology  causes  alarming  symptoms  in 
remote  parts  of  the  body.  The  medical  and  surgical  profession  is  just  beginning  to 
wake  up  to  the  importance  of  rectal  diseases  and  their  sympathetic  relationship  to 
the  whole  human  economy. 

Replying  to  Dr.  Graham  of  Indianapolis,  I  wish  to  state  when  I  say  90  per  cent  of 
all  cases  of  constipation  are  due  to  obstruction  in  the  rectum  and  sigmoid  flexure,  my 
judgment  is  based  upon  my  own  clinical  findings  and  actual  results  I  have  obtained 
from  hundreds  of  such  cases  I  have  operated  upon.  It  is  not  necessary  for  anyone  who 
is  thoroughly  familiar  with  rectal  pathology  to  make  more  than  one  examination 
(with  few  exceptions)  to  determine  whether  or  not  there  is  any  obstruction  or  path- 
ology in  the  rectum. 

When  I  say  90  per  cent  of  all  cases  of  constipation  are  due  to  some  rectal  obstruc- 
tion, I  mean  90  per  cent  of  all  cases  I  have  operated  upon  have  been  completely 
relieved  of  their  constipation.  May  I  ask  what  more  convincing  evidence  could 
anyone  want.  Of  course,  any  errors  of  diet  should  always  be  corrected  in  any  kind 
of  case.  If,  after  the  doctor  has  operated  and  removed  the  obstruction,  whatever 
it  may  be,  he  leaves  his  patient  with  secondary  contractions  due  to  poor  technique 
and  improper  postoperative  care,  then  the  patient  is  not  going  to  be  relieved  of 
constipation. 

Now,  as  to  the  criticism  of  Dr.  Alfred  J.  Zobel  of  San  Francisco,  it  strikes  me  he  is 
making  a  snap  judgment  on  my  paper  without  being  posted  as  to  its  contents.  Consti- 
pation is  a  symptom  and  nothing  more;  a  symptom  of  obstruction  that,  apparently 
with  few  exceptions,  can  be  found  very  easily  in  the  rectal  canal.  These  obstructions 
cause  more  or  less  retention  of  fecal  matter  (regardless  of  the  use  of  laxatives  or 
enemas)  which  in  turn  causes  intestinal  disturbance  producing  gas  that  cannot  always 
be  expelled  and  necessarily  backs  up,  in  some  cases  sufficiently  to  cause  interference 
with  gall-bladder  drainage  by  pressure  and  is  possible  by  its  traumatic  influence  to 
cause  appendix  disturbance.  It  has  been  but  a  short  time  since  I  had  a  case  in  which 
the  appendix  had  been  removed  and  the  gall-bladder  drained.  The  patient  fully 
recovered  from  the  operation  but  pain  in  the  region  of  the  gall-bladder  continued 
periodic  just  as  before.  This  patient  never  had  a  bowel  movement  without  either  a 
laxative  or  enema  which  was  caused  by  pathologic  obstruction  in  the  rectum,  this 
I  removed  one  j^ear  after  the  former  operation  establishing  a  normal  bowel  move- 
ment and  completely  relieving  the  pain  in  the  region  of  the  gall-bladder. 
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General  and  local  anesthesia  of  all  kinds  and  varieites  has  been  used 
in  rectal  operations  with  a  certain  amount  of  comfort  and  safety  to  the 
patient,  and  to  a  greater  or  lesser  degree  of  success,  depending  upon  the 
kind  of  case  to  be  operated  on  and  the  anesthetic  that  is  used. 

General  anesthesia  in  rectal  surgery  is  the  anesthetic  of  choice,  except 
in  cases  where  it  is  contraindicated  as  in  renal,  cardiac  or  pulmonary 
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sufferers,  in  cases  that  refuse  a  general  anesthetic,  or  where  the  case  is  one 
that  can  successfully  be  operated  on  under  a  local  anesthetic. 

The  greater  portion  or  huge  majority  of  rectal  operations  can  be 
thoroughly  and  successfully  operated  on  by  either  local  or  general 
anesthesia. 

The  only  excuse,  that  I  have  to  offer  for  the  presentation  of  this  paper 
and  advocating  the  use  of  synergistic  analgesia  in  rectal  operations,  is  the 
fact  that  there  are  a  certain  limited  number  ofcases,  which  crop  up  in  the 
practice  of  every  proctologist,  where  the  patient's  heart,  lungs  or  kidneys 
will  not  permit  the  conscientious  rectal  surgeon  to  undertake  an  opera- 
tion under  the  influence  of  a  general  anesthetic,  and  where,  due  to  such 
other  conditions  as  an  extensive  ischiorectal  abscess  with  numerous 
discharging  fistulas,  it  would  be  inadvisable  to  use  a  local  anesthetic,  for 
fear  of  spreading  the  infection  when  injecting  the  solution,  yet  where 
that  patient  has  been  bedridden,  due  to  some  other  systemic  disease  or  ill- 
ness, and  develops  a  rectal  condition  that  requires  operative  interference, 
and  still  he  or  his  relatives  or  friends  refuse  to  permit  any  anesthetic 
either  local  or  general. 

In  general  and  in  head  surgery,  these  objections  have  been  partially 
and  in  a  great  measure  overcome  by  the  use  of  the  high  colon  oil-ether 
anesthesia.  But  in  rectal  cases  this  method  has  not  been  feasible  due  to 
the  necessity  of  working  in  and  about  the  anus  and  rectum. 

The  reciprocal  augmentation  of  the  action  of  one  drug  by  that  of 
another  constitutes  synergism. 

The  late  Dr.  Meltzer  in  the  Journal  oj  Experimental  Medicine, 
May,  19 1 6,  in  reference  to  the  synergistic  action  of  magnesium  sulphate 
expressed  himself  as  follows,  "When,  after  the  administration  of  a  very 
small  amount  of  ether,  insufficient  to  cause  anesthesia,  an  ineffi- 
cient amount  of  magnesium  sulphate  is  injected  intramuscularly,  a 
profound  anesthesia  follows,  which  can  be  maintained  for  several 
hours."  Meltzer  w^as  the  first  to  introduce  magnesium  sulphate  as 
an  anesthetic  agent,  but  he  endeavored  to  produce  the  desired  effect 
without  morphine. 

Dr.  Gwathmey  in  the  Journal  of  the  Ainericayi  Medical  Association, 
January  22,  1921,  reports  experiments  in  conjunction  with  Dr.  Pellini, 
to  the  effect  that,  "A  sufficient  number  of  animal  experiments  was 
conducted  to  prove  that  one-eighth  grain  of  morphine  in  2  c.c.  of  a 
25  per  cent  solution  of  chemically  pure  and  sterilized  magnesium 
sulphate  given  hypodermically  and  repeated  twice  at  half-hour  inter- 
vals, analgesized  an  animal  sufficiently  for  the  full  force  of  an  artery 
clamp  to  be  placed  anywhere  on  the  skin  without  being  noticed  by  the 
subject." 
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It  is  important  that  chemically  pure  magnesium  sulphate  should  be 
used.  Meltzer  published  in  the  American  Journal  of  Physiology,  vol.  14, 
p.  366,  his  observations  that:  (i)  The  hypodermic  injection  is  painless; 
(2)  by  using  a  25  per  cent  solution,  complete  anesthesia,  including 
relaxation  of  all  voluntary  muscles,  may  be  obtained  with  subsequent 
full  recovery  in  animals;  (3)  the  subcutaneous  injection  of  magnesium 
sulphate  does  not  produce  immediate  or  late  diarrhea,  but  the  salts 
are  eliminated  by  the  kidneys;  and  (4)  no  irritating  influence  was 
found  among  the  effects  of  the  use  of  these  salts. 

The  more  concentrated  the  solution  the  more  rapid  the  effect.  The 
danger  of  anesthesia  by  magnesium  sulphate  comes  only  from  respira- 
tion, but  this  can  be  completely  reversed  by  the  injection  of  a  small 
quantity  of  calcium  salts.  The  heart  and  pulse  remain  normal. 

From  the  above  data,  magnesium  sulphate  is  a  safe  agent  to  produce 
anesthesia,  but  not  as  valuable  when  used  alone  as  when  used  with  other 
agents.  When  used  synergistically  with  other  drugs,  as  morphine,  it  is 
absolutely  harmless  and  one  of  the  most  effective  agents  we  know. 

With  the  use  of  three  hypodermic  injections,  each  containing  one- 
eighth  grain  of  morphine  and  10  c.c.  of  a  25  per  cent  chemically  pure 
and  sterilized  magnesium  sulphate  solution,  given  at  twenty-five  min- 
ute intervals,  the  last  at  about  halfan  hour  before  operation,  the  patient 
will  be  relieved  from  pain  during  the  operation  and  be  free  from  poster- 
ative  pain  for  twelve  to  thirty  hours.  In  hypersensitive  patients,  one 
may  supplement  this  method  of  analgesia  with  a  little  gas  oxygen. 

Gwathmey  in  the  Journal  of  the  Americayi  Medical  Association, 
January  22,  1921,  reports  that  shock  is  absent,  the  patient  is  not  in 
the  third  stage  of  anesthesia,  there  is  no  lowering  of  blood-pressure, 
and  pain  is  absent  for  a  longer  time  than  when  a  general  or  a  local 
anesthetic  is  used,  usually  for  fifteen  to  thirty  hours.  The  patients  are 
comfortable  without  nausea  or  vomiting  and  the  pulse  and  tempera- 
ture are  normal. 

Magnesium  sulphate  has  no  deleterious  effect  on  any  of  the  tissues 
or  organs  of  the  body  and,  when  used  synergistically,  has  no  toxic  efTect 
whatever  on  the  respiratory  center.  It  seems  to  act  mechanically  with 
morphine,  holding  the  drug  in  contact  with  the  tissues  longer  than  when 
used  alone;  but  with  ether  or  gas  and  oxygen  it  acts  by  deepening  or 
increasing  the  effect  rather  by  prolonging  it.  One-eighth  grain  of 
morphine  in  2  c.c.  of  a  25  per  cent  solution  of  magnesium  sulphate  is 
increased  in  value  50  to  100  per  cent  as  compared  with  the  same 
amount  of  morphine  when  used  in  sterile  water. 

One  hypodermic  of  this  mixture  will  relieve  pain  for  from  ten  to 
thirty  hours,  as  compared  with  two  to  four  hours  with  sterile  water. 
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When  magnesium  sulphate  is  used  with  ether,  one-third  of  the  quantity 
of  ether  is  necessary.  When  used  with  nitrous  oxide  and  oxygen,  the 
oxygen  may  be  increased  and  the  nitrous  oxide  decreased. 

One  hour  and  fifteen  minutes  before  operation  the  first  hypodermic 
of  one-eighth  morphine  and  10  c.c.  of  a  25  per  cent  magnesium  sulphate 
solution  is  injected  and  repeated  at  twenty-five  minute  intervals  for 
three  doses.  If  any  idiosyncrasy  is  present  it  will  manifest  itself  before 
the  third  dose  is  due. 

By  the  addition  of  magnesium  sulphate  to  the  preliminary  morphine 
injection,  better  relaxation  is  obtained,  and  nausea  and  postoperative 
pain  are  much  reduced  if  not  entirely  eliminated. 

Dr.  Gushing,  in  "Pharmacology,"  191 5  ed.,  p.  242,  claims  that  "the 
peripheral  muscles  and  nerves  are  unaffected  by  morphine  in  any  but 
overwhelming  doses,"  yet,  when  used  with  magnesium  sulphate  25  per 
cent,  the  synergistic  action  of  one  upon  the  other  holds  in  obeyance  the 
extreme  pain,  operative  and  postoperative,  even  about  the  very  sensi- 
tive anus  and  rectum. 

A  possible  explanation  of  the  increased  action  of  morphine  may  be, 
that  the  magnesium  sulphate  holds  the  morphine  in  contact  with  the 
nerve  tissue  longer  than  the  morphine  can  retain  that  contact  alone, 
and  that  the  combined  action  or  result  of  synergism  is  safer,  and  at  the 
same  time  more  powerful  than  either  of  the  drugs  when  used  alone. 

The  postoperative  wound  pain  is  ehminated,  the  patients  are 
carried  through  the  pain  zone  easily  and  comfortably  without  any 
further  administration  of  morphine. 

I  have  also  noticed  that  postoperative  catheterization  was  unneces- 
sary, due  to  the  greater  amount  of  relaxation  produced  by  the  use 
of  synergism.  The  appetite  is  also  better  on  account  of  the  absence  of 
gas  and  pain,  which  means  a  shorter  convalescence. 

Analgesia  by  the  reciprocal  augmentation  of  the  action  of  one  drug 
upon  another  is  still  slightly  understood,  but  the  results  are  greatly 
in  its  favor  as  compared  with  any  other  form  of  anesthesia.  Morphine 
and  magnesium  sulphate  give  rehef  from  pain  either  immediately  or  at 
any  other  time  for  a  much  longer  period  than  morphine  alone. 
Case  Reports. 

September  13,  1921,  Mrs.  E.  B.,  aged  54,  was  referred  to  me  by  Dr. 
I.  Reiseman.  She  was  an  extremely  bad  cardiac  case,  suffering  with  a 
myocarditis,  endocarditis  and  a  pericarditis,  and  was  in  such  a  bad  state 
that,  after  she  had  ahghted  from  the  taxi  and  walked  a  distance  of  not 
more  than  ten  or  twelve  paces  into  my  office,  she  collapsed  from  the 
exertion,  and  it  took  me  about  fifteen  minutes  to  resuscitate  her.  She 
had  a  pale  waxy  look,  was  very  anemic,  was  gasping  for  air,  wore  an 
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anxious  expression  as  if  suffering  severe  pain,  and  from  great  loss  of 
blood.  She  gave  a  history  of  having  had  "piles"  as  long  as  she  could 
remember,  but  had  had  nothing  done  to  reheve  that  condition.  She  had 
protrusions  at  every  stool  and  some  that  were  out  all  the  time.  Severe 
bleeding  accompanied  every  defecation.  One  week  ago  she  noticed  a 
swelling  which  became  larger  and  more  painful,  until  about  two  days  ago 
after  continuous  appHcation  of  heat  this  opened  up  in  two  or  three  places 
with  profuse  discharge  of  pus  and  blood.  She  now  complains  of  severe  and 
continuous  pain,  cannot  sit,  stand  or  walk  without  pain,  and  cannot 
move  her  bowels  on  account  of  the  pain  she  anticipates.  For  the  past 
three  days  she  has  complained  of  difficulty  in  voiding,  the  pain  being 
especially  severe  at  the  end  of  the  act  of  urinating.  On  examination  I 
found  a  very  heavily  built  woman  of  about  190  pounds,  who  had  to  be 
assisted  by  two  of  her  relatives  on  to  the  table,  and  found  her  suffering 
with  an  ischiorectal  abscess  discharging  a  very  foul  smelling  pus,  typical 
of  a  colon  bacillus  infection,  from  three  fistulous  openings,  a  fissure, 
external  and  internal  hemorrhoids,  and  also  a  pedunculated  polyp, 
which  got  caught  in  the  grasp  of  the  sphincter  muscle  after  each  defe- 
cation. She  was  running  a  temperature  of  104  ckic  to  the  infection,  and 
I  immediately  had  her  admitted  to  St.  Mark's  Hospital  and  ordered 
her  prepared  for  operation  the  following  morning.  Her  general  condition 
and  that  of  her  heart  were  so  bad  as  not  to  permit  a  general  anesthetic 
to  be  used  with  safety,  and  her  family  physician  advised  against  it, 
but  suggested  the  use  of  a  local  anesthetic.  On  account  of  the  tissues 
being  so  much  infiltrated  with  pus,  I  feared  using  a  local  anesthetic  on 
account  of  the  possibihty  of  spreading  the  infection  when  using  the 
needle  for  the  injection.  The  operation,  however,  being  imperative,  I 
suggested  the  synergistic  analgesia,  after  the  method  of  Dr.  Gwathmey, 
but  without  the  paraldehyde,  and  ordered  three  hypodermic  injections 
of  morphine  sulphate  one-eighth  grain  in  10  c.c.  of  a  chemically  pure 
solution  of  magnesium  sulphate,  2§  per  cent  to  be  given  at  twenty-five 
minute  intervals,  the  last  injection  to  be  given  about  twenty-five 
minutes  before  the  operation.  After  the  usual  preoperative  prepara- 
tion and  antiseptic  precautions,  the  ischiorectal  abscess  was  opened, 
the  fistulous  tracts  laid  open,  the  hemorrhoids  operated  by  the  liga- 
ture method,  the  pedunculated  polyp  ligated  and  removed,  the  sphinc- 
ter muscle  incised  to  relieve  the  spasm  produced  by  the  fissure,  and 
then  the  edges  trimmed  to  prevent  turning  in  and  to  insure  proper 
drainage  of  the  very  extensive  wound,  all  exactly  as  if  the  patient 
were  under  a  general  anesthetic.  This  was  the  only  anesthetic  used, 
the  patient  had  no  pain  during  the  entire  operation,  was  taken  back 
to  her  bed,   and  the  following  morning  had  a   normal  temperature. 
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She  \vas  free  from  pain  during  and  after  the  operation,  and  did  not 
require  any  postoperative  morphine  as  other  cases  usually  do.  She 
was  discharged  five  days  after  the  operation,  postoperative  catheriza- 
tion  was  not  necessary,  and  she  made  an  uneventful  recovery,  and  the 
wound  was  entirely  healed  in  a  period  of  eight  weeks. 

This  case  encouraged  me  in  the  use  of  synergistic  analgesia  in  extreme 
cases  where  either  local  or  general  anesthesia  are  not  feasible  or  was 
contraindicated. 

December  26,  1921,  Dr.  M.  Lubman  referred  Mr.  S.  R.,  aged  49, 
furrier,  to  me,  complaining  of  protrusions  during  defecation  for  the 
past  twenty-five  years,  accompanied  with  blood  and  pain  during,  as 
well  as  after,  stool,  the  protrusions  requiring  to  be  returned  manually. 
He  had  been  badly  constipated  for  the  past  three  weeks,  but  had 
suffered  no  pain  except  during  the  time  that  the  protrusions  were 
outside,  which  pain  would  be  relieved  when  they  were  manually 
returned.  He  felt  fairly  comfortable  about  the  rectum,  except  dis- 
comfort and  weakness  following  the  passage  of  blood,  until  three  days 
ago,  when,  after  straining  at  stool,  he  noticed  a  hugh  mass  protruding 
from  the  rectum,  about  the  size  of  his  fist,  and  irreducible.  This  mass 
was  hard  and  very  painful,  and  there  was  much  continuous  bleeding 
both  from  it  and  from  the  rectum.  Examination  showed  it  to  consist 
of  both  external  and  internal  thrombotic  hemorrhoids,  with  areas  of 
broken-down  tissue  due  to  interference  with  the  circulation  of  the 
parts.  This  man  was  very  much  afraid  of  any  anesthetic  and  I  decided 
to  try  again  synergistic  analgesia  as  in  the  previous  case.  He  was 
immediately  sent  to  St.  Mark's  Hospital,  and  was  operated  on  the 
following  morning  at  9  after  having  received  three  hypodermic  injections 
one-eighth  grain  of  morphine  sulphate  in  10  c.c.  of  a  chemically  pure 
solution  of  magnesium  sulphate  25  per  cent,  given  at  7.45,  8.10  and  at 
8.35.  I  performed  a  complete  hemorrhoidectomy,  external  and  internal, 
using  the  ligature  method;  and,  although  the  patient  was  a  bit  fright- 
ened at  what  was  going  on,  he  suffered  no  pain  during  or  after  the 
operation,  did  not  require  the  usual  postoperative  dose  of  morphine, 
and  had  no  interference  with  urination.  He  was  out  of  bed  the  following 
day,  and  on  the  third  day  went  home  and  made  an  uneventful  recovery. 

December  17,  1921,  Mr.  J.  F.,  called  to  see  me  with  a  history  of 
having  had  an  abscess  about  the  anus  seven  3'ears  ago  and  being 
operated  on  and  confined  to  bed  for  ten  days.  He  felt  well  until  five 
months  ago,  when  he  noticed  pain  and  swelling  in  the  same  region  and 
went  to  the  same  doctor,  who  sent  him  to  the  hospital  for  operation 
and  he  was  laid  up  for  two  weeks.  One  week  later  he  required  another 
operation  on  account  of  another  abscess  having  formed,  and  since 
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then  has  noticed  a  continuous  flow  of  pus.  Examination  revealed  a 
fistula  with  two  tracts  leading  to  an  opening  anteriorly  between  the 
external  and  internal  sphincters.  I  advised  operation,  but  he  was  so 
frightened  that  he  did  not  appear  again  until  February  28,  1922,  two 
and  a  half  months  later,  during  which  time  he  was  under  treatment 
by  the  same  physician  who  had  operated  on  him  previously.  He  then 
went  to  see  Dr.  L.  Breinin  who  referred  him  back  to  me.  He  told  me 
that  he  had  been  laid  up  with  a  very  bad  case  of  influenza  and  bronchi- 
tis and  would  not  under  any  condition  take  any  form  of  anesthesia. 
I  decided  again  to  try  the  synergistic  analgesia.  He  was  sent  to  St. 
Mark's  Hospital  and,  on  March  i,  1922,  after  having  received  three 
injections  of  morphine  sulphate  one-eighth  grain  in  a  10  c.c.  of  a  chemi- 
cally pure  solution  of  magnesium  sulphate  25  per  cent,  given  at  8.45., 
9.10,  and  at  9.35  a.m.,  he  was  operated  on  at  10.  He  was  extremely 
nervous,  due  to  the  fear  of  the  previous  operations  he  had  undergone, 
but  I  laid  the  tracts  open,  dissected  away  all  of  the  scar  tissue,  so  as  to 
encourage  the  formation  of  a  smooth  flat  scar  rather  than  numerous 
hard  linear  ones,  excised  enough  tissue  to  insure  free  and  proper  drain- 
age, trimmed  the  edges  of  the  wound,  etc.,  all  as  if  he  were  under  a 
general  anesthetic.  He  had  no  pain  during  or  after  the  operation,  left 
the  hospital  on  the  third  day  and  has  made  an  uneventful  recovery. 

March  19,  1922,  Mr.  S.  G.,  aged  51,  working  at  umbrella  handles, 
was  referred  to  me  by  Dr.  L.  Bernstein.  He  complained  for  the  past  twenty 
years  of  blood  and  protrusions  with  every  stool,  which  remain  out  for 
one-half  to  one  hour  before  he  can  return  them.  He  suffers  with  con- 
stipation and  has  been  in  the  habit  of  taking  cathartics  for  twenty 
years.  He  had  been  to  a  number  of  physicians,  refusing  any  form  of 
operation  and  getting  no  relief.  I  sent  him  to  the  People's  Hospital, 
where,  on  March  21,  he  was  given  the  injections,  as  in  the  previous  cases, 
at  6.45,  7. 10,  and  7.35  a.m.  and  was  operated  on  at  8.  a.  m.  He  was  so 
hypersensitive  and  irritable  that  it  was  necessary  to  supplement  the 
synergistic  analgesia,  in  his  case,  by  using  one-fifth  of  quinine  and  urea 
hydrochloride  as  a  local  anesthetic.  A  complete  hemorrhoidectomy  by 
the  ligature  method  was  performed,  the  patient  manifesting  no  signs 
of  pain.  He  reacted  differently  from  cases  which  are  operated  on  with 
quinine  and  urea  alone  as  a  local  anesthetic,  in  that  he  did  not  require 
any  postoperative  dose  of  morphine. 

Mr.  S.  B.,  aged  48,  furrier,  came  to  me  complaining  of  blood  and 
protrusion  with  stool  for  the  past  eighteen  or  nineteen  years.  For  the 
past  three  weeks  he  has  felt  worse  than  ever  before,  having  noticed  that 
the  protrusions  are  out  all  the  time,  and  are  much  larger  and  more 
painful,  but  there  has  been  no  blood.  The  pain  is  continuous,  and  more 
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severe  after  stool.  He  purposely  refrains  from  moving  his  bowels  on 
account  of  the  pain  he  anticipates.  Examination  revealed  external 
and  internal  hemorrhoids,  a  fissure,  and  a  bhnd  internal  fistula  due 
to  an  infection  of  the  fissure.  He  had  a  typical  furrier's  chest,  suffered 
with  asthma  and  emphysema,  and  was  a  very  poor  risk  for  general 
anesthesia.  On  March  27,  1922,  at  St.  Mark's  Hospital,  at  10  a.m. 
he  was  operated  on  after  having  received  the  injections  as  in  the 
previous  cases  at  8.45,  9.10,  and  9.35.  Although  he  was  an  exceedingly 
nervous  patient,  the  sphincter  muscle  was  cut  to  relieve  the  spasm  for 
the  fissure,  the  fistulous  tract  was  laid  open,  the  edges  trimmed  for 
proper  drainage,  the  external  and  internal  hemorrhoids  removed  by  the 
ligature  method,  and  a  pedunculated  polyp,  not  discovered  at  the 
time  of  the  first  examination,  ligated  and  removed.  During  and  after 
the  operation,  the  patient  did  not  have  or  complain  of  any  pain, 
and  it  was  not  necessary  to  give  any  postoperative  sedative.  He  left  the 
hospital  after  three  days  and  made  an  uneventful  recovery. 

March  20,  1922,  Mr.  A.  D.,  aged  34,  printer,  was  referred  to  me  by  Dr. 
J.  Lempert.  He  gave  a  history  of  having  been  operated  on  at  St.  Bartholo- 
mew's and  at  the  Polyclinic  Hospitals  about  thirteen  years  ago  for  an 
abscess  and  fistula.  He  was  laid  up  for  a  few  days  and,  after  receiving 
treatments  for  a  number  of  weeks,  has  been  feeling  well  until  four 
years  ago,  w  hen  he  noticed  blood  with  every  stool  and  also  protrusions. 
He  has  been  constipated  for  a  very  long  time,  three  days  ago  he  had  a 
very  large  movement  and  since  then  has  been  complaining  of  severe 
pain  especially  after  defecation.  Examination  revealed  ulcerated 
internal  hemorrhoids  and  a  fissure.  I  sent  him  to  St.  Mark's  Hospital, 
where  he  was  operated  on  at  2  p.m.  the  following  day,  after  having 
received  the  injections,  as  in  the  previous  cases,  at  12.45,  i-io,  and  at 
1.35.  He  was  so  hypersensitive  and  nervous  that  it  was  impossible  to 
get  even  near  enough  to  him  to  find  out  whether  any  analgesia  was 
produced,  so  that  it  was  necessary  to  supplement  the  synergism  with 
nitrous  oxide  and  oxygen  to  produce  unconsciousness.  The  usual 
ligature  operation  for  hemorrhoids  and  cutting  of  the  sphincter  for 
fissure  was  performed,  and  the  patient  suffered  no  postoperative 
pain  and  required  no  further  sedative  in  spite  of  the  fact  of  his 
hypersensitiveness. 

Conclusions.  I  do  not  wish  to  be  misunderstood.  I  do  not  believe 
that  synergistic  analgesia  can  or  ever  will  supersede  general  or  local 
anesthesia  for  rectal  operations;  but  I  do  believe  that  in  a  few  selected 
cases,  as  enumerated  above,  a  general  anesthetic  is  contraindicated 
or  where  an  extensive  suppurative  process  in  or  about  the  field  of 
operation  threatens  the  spread  of  infection  if  a  needle  be  used  for  injec- 
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ting  a  local  anesthetic,  synergistic  analgesia,  as  described,  will  frequently 
help  the  surgeon  out  of  a  dilemma.  This  may  be  supplemented  with  gas 
oxygen,  if  necessary,  and  will  minimize  the  danger  of  a  general  anesthetic. 

DISCUSSIONS. 

Dr.  Collier  F.  .Martin,  Philadelphia,  Pa.:  AH  of  us  have  our  favorite  anesthetic- 
Some  still  stick  to  ether  as  an  anesthetic  of  choice;  some  do  the  majority  of  oper- 
ations under  local  anesthesia,  while  other  choose  spinal,  sacral  or  narcotic  anes- 
thesia. Now  Dr.  Saphir  brings  synergistic  anesthesia  to  our  attention.  While  he 
;ipparently  has  had  no  complications.  Dr.  Saphir  does  admit  that  some  may  occur. 

It  is  a  good  thing  to  have  these  different  methods  as — while  we  all  have  our 
favorite — there  are  times  when  a  choice  has  to  be  made,  and  I  for  one  will  certainly 
try  the  synergistic  method. 

In  proving  out  any  drug  or  anesthetic,  we  must  not  lose  sight  of  the  fact  that 
certain  persons  have  idiosyncrasies  which  we  may  not  suspect  toward  particular 
drugs;  and,  further,  that  a  drug  or  method  may  be  unjustly  condemned  because  the 
wrong  patient  has  been  selected  for  the  experiment. 

Dr.  Alfred  J.  Zobel,  San  Francisco,  Cal.:  In  my  opinion  this  Society  is  muchly 
indebted  to  Dr.  Saphir  for  having  presented  this  paper,  on  such  a  subject,  before  us. 
I  thought  I  had  been  keeping  fairly  good  track  of  all  the  literature  and  abreast  with 
what  is  new  in  medicine,  yet  when  Dr.  Saphir  requested  me  to  discuss  his  paper  I 
had  to  tell  him  all  I  knew  about  it  was  what  I  had  read  of  the  original  work  of  Meltzer. 
That  I  might  learn  more  I  went  to  see  Dr.  Saphir  in  New  York,  and  had  the  privilege 
of  going  with  him  to  various  hospitals  where  he  was  employing  this  method,  and 
learning  what  he  and  his  internes  and  colleagues  had  to  say  of  it.  All  the  comments 
were  of  quite  an  enthusiastic  nature. 

However,  there  was  one  point  against  it  which  came  into  my  mind  at  the  time. 
It  was  that  where  a  surgeon  operates  in  a  number  of  different  hospitals  it  would 
necessitate  his  educating  each  of  their  respective  staffs  in  order  that  the  necessary 
careful  technique  required  to  secure  perfect  analgesia  might  be  acquired.  Again,  it 
would  mean  that  one  of  the  staff  would  be  responsible  for  giving  the  injections,  and 
it  would  be  necessary  for  the  surgeon  to  so  time  himself  that  he  would  be  ready  to 
op)erate  after  the  exactly  proper  time  had  arrived  following  the  first  injection. 

Personally,  I  favor  local  anesthesia  whenever  possible  to  employ  it.  It  seems  to  me 
that  spinal  or  sacral  anesthesia  could  be  used  in  the  cases  Dr.  Saphir  has  mentioned 
in  his  very  interesting  paper. 

Dr.  John  L.  Jelks,  Memphis,  Tenn.:  This  is  one  of  the  most  important  papers 
I  have  heard  before  this  Society,  because  I  have  just  seen  enough  of  it  to  know  that 
the  Doctor  is  not  exaggerating,  and  I  like  to  hear  a  man  describe  his  cases  without 
exaggerating.  It  is  a  beautiful  revelation — that  we  may  operate  on  a  case  and  not  be 
afraid,  and  not  have  the  serious,  agonizing  after-pains  of  operative  work.  That  to 
my  mind  is  the  one  important  point.  As  you  know,  oxygen  is  usually  a  bad  anesthetic 
in  rectal  surgery.  I  may  differ  from  some  of  you,  but  I  do  not  like  to  use  it  in  rectal 
surgery,  especially  when  I  operate  on  hemorrhoids  associated  with  anything  else. 
But  if  you  will  use  this  synergistic  analgesia,  then  if  you  choose  to  you  may  give  the 
oxygen  and  gas  anesthesia  in  such  minute  quantities  that  your  patient  is  pink  all  the 
time.  You  do  not  have  cyanosis,  if  you  have  someone  who  is  capable  of  giving  that 
form  of  anesthesia  along  with  analgesia. 

Here  is  another  point — we  need  good  anesthetists.  We  cannot  give  anesthes  Iain 
any  form  unless  we  have  well-trained  anesthetists.  With  this  synergistic  analgesia 
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you  have  no  shock  and  you  have  the  comfort  that  you  can  go  into  the  abdomen  al;^ 
have  no  after-pains,  no  recurrent  temperature,  rise  of  pulse,  etc.,  it  is  remarkable  that 
you  do  not  have  these  things.  After  gall-bladder  operations  and  appendicitis  oper- 
ations or  anything  of  that  kind,  with  your  synergistic  analgesia  and  your  injections 
of  minute  quantities  of  novocaine,  where  you  have  no  infection,  you  add  still  more 
to  the  absolute  freedom  from  pain  both  during  and  after  the  operation.  This  is  fine 
work  and  I  want  to  see  all  of  you  try  it  out. 

Dr.  Ernest  V.  Dickey,  Dallas,  Tex.:  I  have  had  no  experience  with  morphine  in 
magnesium  sulphate  solution,  but  in  my  part  of  the  country  sacral  anesthesia  is 
becoming  more  and  more  popular  for  rectal  operations.  After  a  little  practice  it  is 
quite  easy  to  do.  30  c.c.  of  one-half  of  i  per  cent  novocaine  solution,  with  3  drops  of 
adrenalin  to  the  ounce  will  give  you  anesthesia  which  will  last  from  a  half  to  three- 
quarters  of  an  hour.  Of  course  you  obviate  pushing  microorganisms  in  with  your 
needle,  and  the  only  trouble  is  the  difference  you  will  find  in  different  patients.  If 
all  sacrums  were  alike  it  would  be  very  easy,  indeed. 

Dr.  Charles  J.  Drueck,  Chicago,  III.  (a  visitor):  I  want  to  ask  about  the  10 
c.c.  injection,  w  hether  you  give  it  in  the  buttock  or  in  the  back.  That  is  a  good 
amount  to  inject  at  one  time. 

The  President:  I  wonder  if  the  members  would  not  like  to  hear  from  Dr.  Fansler 
about  caudal  anesthesia.  It  will  only  take  a  few  minutes. 

Dr.  Walter  Fansler,  Minneapolis,  Minn.:  On  the  way  to  St.  Louis  the  members 
of  the  American  Proctologic  Society  who  were  fortunate  enough  to  visit  the  Mayo 
Clinic  were  given  a  beautiful  demonstration  of  sacral  anesthesia,  which  shows  it  to  be 
an  excellent  method  of  anesthesia  for  operation  of  a  lesion  high  in  the  rectum.  The  case 
in  question  was  that  of  posterior  resection  for  rectal  cancer.  It  would  seem  to  me  that 
for  anal  conditions  and  hemorrhoids  that  this  is  unnecessary,  simple  caudal  anesthesia 
being  suflTicient.  We  simply  inject  from  i  to  1 J^  ounces  of  i  per  cent  novocaine  through 
the  sacral  hiatus  and  wait  thirty  minutes.  One  of  the  physicians  at  the  Mayo  Clinic 
made  the  statement  that  they  did  not  use  it  because  they  only  got  anesthesia  in  85 
per  cent  of  these  cases.  I  believe  this  percentage  is  probably  too  low. 

I  have  had  no  experience  with  spinal  anesthesia  but  I  do  know  of  a  number  of 
very  unfortunate  experiences  with  its  use.  Caudal  anesthesia  is  simple,  quick  and 
will  give  complete  anesthesia  and  relaxation  in  practically  all  cases.  The  peri-sacral 
anesthesia  is  necessary  for  the  higher  rectal  lesions,  but  for  hemorrhoids  and  fistula 
I  think  the  caudal  anesthesia  is  sufficient.  I  mention  it  in  connection  with  Dr.  Saphir's 
paper  because  I  think  it  could  be  used  in  practically  every  case  with  synergistic 
anesthesia. 

Dr.  Joseph  F.  Saphir  (closing):  I  wish  to  thank  you  for  receiving  this  paf)er  for 
what  it  is  worth.  I  hope  that  before  the  next  meeting  I  may  be  able  to  present  more 
statistics  on  this  subject,  so  that  we  may  judge  whether  this  is  something  that  has 
come  to  stay  and  to  be  used  by  proctologists.  It  is  now  in  the  experimental  stage. 

With  reference  to  the  injection  of  10  c.c,  1  give  it  in  the  buttock,  under  the  breast, 
or  in  the  abdominal  soft  tissues. 

With  reference  to  Dr.  Zobel's  statement  that  it  means  a  lot  of  trouble  for  the 
doctor,  I  do  not  believe  it  does.  When  the  operation  is  posted  the  nurses  have  their 
orders  to  give  injections  of  this  prescription  at  twenty-five  minute  intervals. 

I  am  very  glad  that  Dr.  Jelks  has  been  using  it  with  some  success.  We  found 
that  in  some  cases  we  did  not  get  complete  analgesia  and  we  have  supplemented  it 
with  ether  or  gas  oxide,  but  only  used  a  very  small  quantity. 
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AN  ASEPTIC  LOCAL  ANESTHESIA  AS  APPLIED  TO  THE  ANAL 
REGION— WITH  SPECIAL  REFERENCE  TO  ANESTHETIC 

COMPOSITION. 

Edward  G.  Martin,  M.  D. 
detroit,  mich. 

It  is  my  desire  to  avoid  reference  to  the  many  techniques  of  securing 
local  anesthesia  in  the  anal  area,  with  the  exception  of  stating  that  they 
have  been  criticised  for  lack  of  asepsis,  for  failure  in  many  instances 
to  produce  complete  anesthesia,  for  lack  of  speed  in  its  production,  and 
for  distortion  of  the  surgical  field  by  distension. 

I  wish  to  describe  briefly  a  perfected  technique  that  in  my  experience 
has  proved  its  worth,  soundness  of  principle,  and  superiority  over  any 
other  local  anesthesia  technique  that  I  have  used,  witnessed,  or  found 
described  in  the  literature.  It  has  seemed  to  meet  the  objections  to  local 
anesthesia  from  every  standpoint. 

rAt  New  Orleans,  during  the  meeting  of  the  American  Medical  Asso- 
ciation in  1920,  I  described,  as  a  part  of  my  essay  "Hemorrhoidectomy— 
A  Composite  Operation,"  a  local  technique,  which  in  principle  corre- 
sponds to  the  earher  history  of  the  more  perfected  method,  which  was 
developed  during  the  following  year  and  has  been  used  in  my  clinic  at 
th^e  Detroit  Receiving  Hospital  during  the  past  year — in  over  150 
cases  with  entire  satisfaction. 

;  Following  a  preliminary  injection  of  morphine  one-sixth  grain  and 
hyoscine  hydrobromide  one  two-hundredth  grain,  given  one  hour  prior 
to  operation  and  repeated  at  the  half  hour,  the  patient  assumes  a  right 
lateral  prone  position,  with  the  knees  flexed  and  the  body  rotated 
sufficiently  for  convenient  exposure  of  the  anal  field;  following  any 
approved  cleansing  preparation,  an  area  about  one  and  one-half  inches 
posterior  to  the  anus  is  freshly  iodized  by  the  operator  himself,  and 
nothing  is  allowed  to  touch  this  spot  until  the  anesthesia  is  com- 
plete, except  the  sterile,  two  and  one-half  inch,  twenty  gauge  standard 
hypodermic  needle.  This  needle,  attached  to  any  type  of  syringe — one, 
two,  or  three  ounce  capacity — is  plunged  through  the  sterile  iodized 
areSi,  where  the  injection  is  commenced  and  continued  by  pushing  the 
needle  on  past  the  anus  laterally  and  superficially,  injecting  without 
distending  or  distorting  the  area  (slight  elevation  ahead  of  the  needle 
being  sufficient).  The  injection  is  carried  well  into  the  anterior  com- 
missure and  the  needle  is  then  nearly  withdrawn,  and  the  procedure 
repeated  on  the  opposite  side.  The  skin  at  the  site  of  puncture  will  be 
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found  elastic  enough,  so  that  these  lateral  injections  can  be  carried  on 
past  the  anus  in  a  straight  line,  with  the  index  finger  in  the  anal  canal. 
The  needle  is  again  nearly  withdrawn  and  the  deep  nerve  areas  in  and 
around  the  sphincter  are  thoroughly  injected  on  each  side,  the  needle 
being  carried  deeply  at  two  or  three  angles  into  both  lateral  deep  areas, 
and  the  test  of  insufficient  anesthesia  being  any  slight  complaint  of 
pain  during  the  later  part  of  the  deep  injection.  From  13^2  to  4  ounces, 
with  an  average  of  2  to  3,  can  be  safely  used  and  infiltrated  throughout 
the  area,  absolutely  without  distension,  and,  when  skilfully  injected, 
within  from  one  and  one-half  to  two  minutes.  The  field  is  now  ready 
for  any  type  of  operation  desired  in  the  whole  anal  and  perianal  area, 
with  anesthesia  complete  and  profound  immediately  at  the  finish  of 
the  two  minute  injection. 

The  composition  of  the  anesthetic  solution  is  of  interest  and  impor- 
tance. Up  to  1920,  I  had  tried  and  discarded  several  anesthetics,  and 
was  using  i  per  cent  procaine  (novocaine),  both  with  and  without  the 
addition  of  adrenalin.  This  solution  was  fairly  satisfactory,  but  did  not 
always  produce  anesthesia  without  distorting  the  field,  and  was  lacking 
in  the  desired  rapidity  of  action,  though  it  proved  to  be  more  active  when 
I  per  cent  adrenalin  was  added.  I  tried,  in  short,  a  series  of  different 
combinations,  for  a  time  adding  mercurochrome  as  an  antiseptic  and 
color  agent,  but  later  discarding  it  as  ineffectual  and  unnecessary. 

Years  ago  it  was  occasionally  the  practice  to  spray  the  nose  with 
antipyrin  solution  before  applying  cocaine;  and,  with  this  in  mind,  I 
added  antipyrin  to  the  procaine  solution,  and  secured  more  immediate 
and  pronounced  anesthesia.  Since  then  I  never  have  experienced  diffi- 
culty with  the  anesthesia  lessening  during  the  operation,  and  am  unable 
to  say  just  how  long  it  does  last. 

In  this  series  I  have  used  procaine  2  per  cent,  adrenalin  solution 
( I- 1 000)  I  per  cent  and  antipyrin  i  per  cent  This  solution  is  just  tinged 
with  some  color  medium,  such  as  methylene  blue  or  a  red  color,  to  differ- 
entiate it  from  any  other  prepared  solution  (cocaine  and  procaine  having 
a  dangerous  similarity  of  sound).  I  repeat,  in  other  words,  I  have  been 
injecting  from  fifteen  to  forty  grains  of  procaine,  ten  to  twenty  grains  of 
antipyrin,  and  from  ten  to  twenty  drops  of  adrenalin  solution  in  the 
production  of  each  anesthesia. 

It  is  possible  to  attain  anesthesia,  following  this  nerve  block,  with  a 
weaker  solution  of  procaine,  if  speed  and  dependability  are  somewhat 
sacrificed;  but  I  have  found  no  reason,  after  using  2  per  cent  in  this 
series,  for  lessening  its  strength.  There  may  be,  but  only  occasionally, 
some  confusion  on  the  part  of  the  patient,  which  may  last  from  ten  to 
twenty  minutes  following  injection;  but  this  should  cause  no  alarm  and 
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requires  no  treatment.  Two  cases  exhibited  tetanic  convulsive  move- 
ments, lasting  about  five  seconds;  but  had  no  other  symptoms  and  no 
treatment;  of  these  one  was  an  alcoholic,  and  the  other,  a  delicate  and 
anemic  young  woman,  and,  whether  these  had  idiosyncrasies  to 
novocaine  or  to  hyoscine,  I  do  not  know.  No  untoward  experience  and 
no  toxicities,  other  than  as  mentioned,  have  been  met  with. 

To  summarize:  this  technique,  as  described,  offers  asepsis,  speed, 
safety,  and  satisfactory  anesthesia  without  distorting  the  surgical  field: 
offers  evidence  that  procaine  (novocaine)  is  safe,  when  used,  even  in 
greater  quantities  and  in  stronger  percentages  than  has  I>een  the  usual 
custom,  and  suggests  that  there  has  been  and  still  prevails  the  necessity 
for  constant  effort  to  improve  "old  and  tried"  methods. 


SUBMUCOUS    SPHINCTOTOMY:    PRELIMINARY    REPORT. 

Edward  G.  Martin,  M.  D. 

detroit,  mich. 

Presumably  the  earliest  treatment  for  anal  ulcer  consisted  of  the  local 
application  of  various  caustics,  stimulants,  and  sedatives,  and  it  is  a 
rather  interesting  observation  that  most  of  the  treatment  prescribed  by 
others  than  proctologists  today  consists  of  the  same  early  methods. 
The  next  step  in  advance,  namely  dilatation  of  the  sphincter,  was  a 
marked  step  forward  toward  securing  rapid  recovery,  but  within  the 
last  few  years  this  has  been  supplanted  among  the  more  experienced  b\ 
open  incision  into  the  muscle  to  put  it  at  rest.  This  method,  as  all  rectal 
men  well  know,  has  proven  most  satisfactory  both  for  the  immediate 
relief  of  pain  and  for  the  more  certain  healing  of  the  ulcer,  but  has  however 
one  definite  objection,  that  it  has  been  at  times  rather  prolonged  in  final 
healing  at  the  anal  margin. 

In  the  effort  to  avoid  this  open  incision  and  its  subsequent  infection, 
I  have  attempted  Avhat  I  have  chosen  to  call  a  submucous  sphinctotomy, 
the   name   being   my   own   contraction   of  the   word   sphincterotomy. 

Submucous  sphinctotomy  consists  of  plunging  a  knife  through  an 
iodized  area  of  skin,  well  posterior  to  the  anus,  passing  it  diagonally 
inward  and  upward  through  the  inner  third  of  the  external,  and 
through  the  internal  sphincter  at  least  two-thirds  of  the  distance  back 
through  the  anal  canal;  and  then,  with  the  index  finger  in  the  anus  as  a 
guide,  completing  the  incision  upward  and  avoiding  cutting  through 
into  the  anus.  What  few  fibers  just  under  the  anal  lining  remain  in 
continuity,  are  cared  for  at  the  finish  of  the  operation  by  gentle  bi- 
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valve  dilatation.  Before  doing  the  sphinctotomy,  all  anal  pathology  is 
operated  on,  such  as  excising  indurated  areas  of  the  ulcer  and  cauteriz- 
ing with  silver  in  5  per  cent  solution.  Acute  or  recent  fissures  require 
no  local  repair  other  than  application  of  silver  and  sphinctotomy.  The 
puncture  wound  in  the  skin  is  left  open  for  drainage  of  any  blood,  and, 
if  careful  asepsis  has  been  preserved,  there  need  be  no  fear  of  infection; 
but,  if  this  should  ensue,  it  is  only  necessary  to  open  through  the  anal 
area  down  to  the  skin  opening  and  the  abscess  will  be  drained  and 
healing  expected  as  in  the  open  operation.  Personally,  I  have  had  no 
infection  in  a  series  of  40  cases. 

To  summarize:  sphinctotomy  is  a  procedure  which  is  easily- and 
quickly  done,  and  demonstrates  the  possibility  of  improving  aseptic 
technique  in  rectal  surgery;  and  the  results  have  been  satisfactory  so  far, 
and  warrant  a  further  trial  of  the  method. 

Although  I  claim  originality  for  this  method,  it  is  quite  possible  that 
it  may  have  been  suggested  before.  It  certainly  should  have  been. 

DISCUSSION. 

Dr.  Descum  C.  McKenney,  BuflFalo,  N.  Y.:  I  have  had  no  experience  whatever 
in  the  use  of  the  local  anesthesia  Dr.  Martin  advocates  and  therefore  cannot  say 
anything  about  it. 

Anything  I  say  about  his  sphinctotomy  will  be  without  any  actual  experience 
with  it.  I  know  when  there  hks  been  a  submucous  tear  following  childbirth  one  fre- 
quently finds  considerable  and  often  too  much  relaxation  of  the  levator  ani  and 
external  sphincter  ani  muscles.  Whether  one  could  have  a  similar  result  from  a  sphinc- 
totomy, I  do  not  know.  I  would  be  very  much  afraid  of  infection.  All  know  that  in 
nearly  every  anal  fissure  there  is  to  a  greater  or  lesser  extent  infection  around  it 
beneath  the  lining  of  the  canal  and  often  there  is  a  sinus  from  the  fissure.  Now  it 
seems  to  me  that  no  matter  how  careful  you  may  be  in  sterilizing  the  skin  about  the 
anus  there  is  always  some  danger  of  infection  and  besides  you  do  not  know  but  what 
the  point  of  your  knife  may  open  into  the  infected  area  and  start  up  an  infection  in 
the  newly  made  cavity.  I  cannot  quite  see  the  advantage  of  his  operation  myself, 
however,  I  will  try  it.  If  he  did  the  sphinctotomy  in  another  place  and  not  under 
the  fissure,  I  would  be  more  inclined  to  accept  it. 

Dr.  Walter  A.  Fansler,  Minneapolis,  Minn.:  Unfortunately  I  have  never  seen 
Dr.  Martin  do  this  operation.  I  have  had  no  experience  with  antipyrin  in  local 
anesthesia,  but  I  think  any  safe  agent  which  will  prolong  anesthesia  and  so  lessen  the 
after  pain  is  very  desirable. 

The  objections  which  could  be  raised  to  a  submucous  sphinctotomy  are  those 
which  Dr.  McKenney  has  raised.  The  point  brought  out  by  Dr.  Martin  is  that  by 
this  method  there  is  no  incision  made  through  the  anal  canal  itself.  There  is  no  doubt 
that  avoiding  this  anal  incision  will  contribute  materially  to  the  postoperative  com- 
fort of  the  patient. 

Dr.  Buie  has  seen  Dr.  Martin  do  this  operation  and  for  this  reason  is  more 
familiar  with  it  than  I  am. 

I  have  learned  a  great  deal  about  fissures  and  tlicir  treatment  from  Dr. 
Martin's  paper  and  the  discussions. 

While  I  was  in  Detroit  a  short  time  ago.  Dr.  Ilirschman  took  me  to  see  some 
of  Dr.  Martin's  work.  He  used  the  technique  which  he  has  described  today.  The 
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kinesthesia  was  quite  successful  and  his  methods  simple  and  dexterously  admin- 
istered. The  method  of  administering  the  anesthesia  is  very  little  different  from  that 
which  Dr.  Uirschman  uses.  I  have  tried  to  follow  his  technique  as  closely  as  pos- 
sible, and  I  have  found  it  entirely  satisfactory  in  the  work  that  I  am  doing. 

Dr.  Emmett  H.  Terrell,  Richmond,  Va.:  I  did  not  understand  whether  in  doing 
this  operation  of  sphinctotomy  the  fissure  is  excised  or  not.  I  think  the  operation  is 
entirely  unnecessary  and  is  unscientific,  with  all  due  regard  to  Dr.  Martin.  In  my 
opinion,  a  fissure  is  rarely  a  primary  condition.  It  is  usually  preceded  by  an  infection 
which  may  have  lasted  for  months  or  years.  I  believe  the  break  in  the  tissue  starts 
some  distance  below  the  anorectal  line  and  extends  upward,  which  is  contrary  to  the 
views  of  most  writers  on  the  subject.  The  covering  of  the  anal  canal,  when  healthy, 
is  very  elastic  and  does  not  break  easily.  When  subjected  to  severe  traumatism,  a 
break  may  occur  but  heals  readily.  However,  when  this  membrane  is  chronically 
inflamed  its  elasticity  is  lost  and  its  resistance  markedly  lessened.  A  fissure  does  not 
heal  spontaneously  because  of  concealed  infection  beneath  and  above  it.  I  therefore 
believe  treatment  should  consist  in  establishing  proper  drainage,  after  which  recovery 
is  rapid. 

Dr.  J.  Rawson  Pennington,  Chicago,  111.:  It  is  about  twenty-five  j'cars  since 
I  first  demonstrated  the  value  of  everting  the  anus  in  anorectal  surgery,  and  I  have 
referred  to  it  almost  yearly  since  the  organization  of  this  Society. 

Fissure  occurs  more  frequently  near  the  posterior  commissure  than  elsewhere. 
I  believe  this  is  due  to  the  fact  that  the  sphincter  muscles  are  more  deployed  poster- 
iorly and  give  less  support  to  the  anal  canal  in  that  region  than  elsewhere. 

According  to  Goodsell  and  Miles  on  100  cases  of  fissure,  in  males  99  of  them  occur 
in  the  posterior  commissure  and  i  in  the  anterior;  in  females,  92  in  the  posterior 
commissure  and  8  in  the  anterior.  Infection  may  have  something  to  do  with  the 
cause.    If  so,  why  is  the  infection  so  frequently  located  in  the  posterior  commissure? 

Dr.  Joseph  F.  Saphir,  New  York,  N.  Y.:  I  believe  that  the  use  of  so  many  drugs 
to  produce  local  anesthesia  is  a  step  backward.  If  we  can  settle  down  to  the  use  of  one 
drug  for  the  production  of  local  anesthesia  in  cases  of  this  kind,  in  what  we  might 
consider  minor  operations  about  the  mucocutaneous  line,  we  would  be  much  better 
off".  Personally,  I  have  not  used  procaine  or  any  of  the  other  local  cocaine  deriva- 
tives for  ten  or  twelve  years.  I  have  confined  myself  to  quinine  and  urea  solution, 
H  of  I  per  cent  I  always  inject  directly  into  the  part  I  intend  to  cut.  I  do  not  inject 
around  the  entire  anal  margin.  Just  before  this  meeting  Dr.  Zobcl  visited  me  and 
dem.onstrated  a  method  of  using  procaine.  He  operated  a  number  of  cases  for  me  by 
this  method,  but  he  did  not  use  more  than  a  half  ounce  for  complete  operation,  and 
he  never  injected  anything  beyond  the  mucocutaneous  line — and  with  excellent 
results.  The  only  objection  I  had  was  the  fact  that  the  patients  had  some  pain,  which 
I  do  not  get  by  quinine  urea. 

With  reference  to  the  sub-mucous  sphinctotomy,  I  believe  it  is  a  step  backward.  I 
believe  our  main  object  in  rectal  surgery  is  proper  drainage  and  the  prevention  of 
infection,  and  when  you  cut  underneath  the  skin  the  chances  of  infection  are  greater. 

I  would  like  to  ask  Or.  Martin  what  he  does  with  the  little  skin  tags.  I  believe 
with  the  removal  of  the  skin  tags  and  getting  proper  drainage  you  would  get  much 
better  results. 

Dr.  Willl^m  H.  Stauffer,  St.  Louis,  Mo.:  My  experience  with  local  anesthesia 
is  that  I  use  one  ingredient.  The  only  postoperative  hemorrhage  I  have  had  is  where 
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I  expected  to  do  extensive  work  and  added  adrenalin;  then  I  had  pKjstoperative 
hemorrhage  that  was  not  easy  to  control.  Some  of  my  friends  who  do  nose  and  throat 
work  have  had  the  same  experience. 

With  regard  to  Dr.  Martin's  proposed  sphinctotomy — I  look  upon  the  question 
of  traumatism  as  entirely  unnecessary.  The  more  rectal  work  I  do  the  more  respect 
I  have  for  the  sphincter  and  I  see  no  occasion  for  adding  insult  to  injury  in  such  a 
condition. 

Dr.  Collier  F.  Martin,  Philadelphia,  Pa.:  Dr.  Martin's  paper  on  subcutaneous 
sphinctotomy  is  very  interesting.  I  believe  there  was  a  paper  published  some  years 
ago  in  an  American  journal  upon  the  treatment  of  fissure  by  the  subcutaneous 
division  of  the  external  sphincter.  As  a  matter  of  fact,  Dr.  Martin  does  not  divide  all 
of  the  external  sphincter  when  the  incision  is  made  posteriorly.  As  the  muscle  fibers 
pass  back  toward  the  coccyx,  they  are  nearly  parallel,  so  that  a  posterior  incision 
merely  separates  them  and  gives  a  little  more  room  for  the  anal  aperture.  The  few 
circular  fibers,  of  course,  are  divided.  Where  the  division  is  made  in  the  right  or 
left  quadrant,  all  of  the  fibers  are  divided. 

Formerly  I  simply  divulsed  the  sphincters  for  fissure.  At  the  present  time  I  prefer 
a  complete  dissection  of  the  ulcer  with  its  surrounding  scar  tissue. 

There  is  no  reason  why  Dr.  Martin's  method  should  not  be  effective. 

Dr.  Alfred  J.  Zobel,  San  Francisco,  Cal.:  I  have  listened  with  great  interest 
to  Dr.  Martin's  paper,  but  I  am  sorry  to  say  that  I  cannot  approve  of  all  that  he  says 
he  does.  I  trust  he  will  take  this  kindlj',  and  I  will  endeavor  to  explain  why  I  do 
not  agree. 

If  I  am  not  mistaken,  he  said  he  uses  i  per  cent  adrenalin  solution  in  his  anes- 
thetic solution.  This  means  five  minims  to  the  ounce,  and  taking  the  four  ounces  he 
injects  it  amounts  to  a  dosage  of  twenty  minims.  I  feel  confident  that  the  confusion 
and  convulsive  movements  in  his  patients,  spoken  of  by  Dr.  Martin  in  his  paper,  is 
due  to  this  excessive  amount  of  adrenalin.  It  is  the  adrenalin  that  causes  trouble  and 
untoward  symptoms,  and  not  the  procaine,  as  some  think. 

When  I  wrote  the  chapter  on  local  anesthesia  for  Cooke's  book  on  "Diseases  of  the 
Rectum,"  it  was  necessary'  to  make  quite  a  study  of  the  subject,  and  the  conclusions 
drawn  at  the  time  were  that  the  best  strength  of  adrenalin  to  use  for  all  practical 
purposes,  and  to  avoid  unpleasant  symptoms  and  secondary  hemorrhage,  was  a 
solution  no  stronger  than  i  to  100,000,  or  5  drops  to  one  ounce.  But  from  experieijce 
we  have  since  learned  that  a  strength  of  i  to  150,000,  or  3  drops  to  the  ounce,  does 
just  as  well. 

In  most  of  the  more  common  operations  about  the  anorectal  region,  such  as  the 
removal  of  hemorrhoids,  incisions  of  fissures,  etc.,  I  have  found  that  one  rarely  needs 
to  use  more  than  an  ounce  of  a  half  per  cent  solution  of  novocainc,  with  the  addi- 
tion of  3  drops  of  adrenalin  solution.  If  this  amount  be  properly  injected  it  will  be 
found  that  there  will  be  no  necessity  for  putting  the  finger  in  the  rectum  to  aid  in  the 
injection  of  the  sphincters,  nor  will  it  be  necessary  to  inject  these  muscles  at  all. 
The  primary  injection  is  made  posteriorly,  in  the  skin,  just  as  is  done  by  Dr.  Martin. 
The  needle  is  then  brought  down  to  the  anal  orifice  which  is  slowly  injected  around  its 
whole  circumference,  taking  particular  care  to  get  the  fluid  under  the  tissues  just 
within  the  anal  canal.  Four  to  five  drams  of  solution  is  all  that  is  generally  required 
to  anesthetize  the  parts.  As  soon  as  it  is  all  injected,  four  Pennington  forceps  are 
placed  anteriorly,  posteriorly  and  laterally.  When  these  are  spread  apart  the  whole 
anal  canal  is  everted,  and  everything  brought  well  into  view.  The  hemorrhoids  can 
tiien  be  grasped  by  forcejis  and  the  operation  proceeded  with. 
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What  I  wish  especially  to  impress  upon  you  is  that  tlie  simple  injection  of  the 
anesthetizing  fluid  immediately  beneath  the  tissues  overlying  the  muscles  at,  and  just 
within,  the  anal  orifice,  is  all  that  is  necessary  to  secure  an  anesthesia  sufficient  to 
jjermit  of  an  operation  being  performed  upon  the  anorectal  region. 

Dr.  William  M.  Beach,  Pittsburgh,  Pa.:  The  subject  has  been  well  debated  and 
in  order  to  avoid  repetition  of  discussion  I  will  say  just  one  thing  that  has  not  been 
mentioned,  and  that  is  that  this  solution  should  be  made  fresh  for  each  application. 

Dr.  E.  G.  Martin  (closing) :  I  am  particularly  gratified  for  the  lively  discussion. 
It  evidences  the  recognition  of  at  least  a  certain  originality.  The  conclusions  in  the 
first  paper  dealing  with  an  improved  local  anesthesia  technique — with  particular 
reference  to  composition,  were  based  on  my  personal  experience  during  the  last 
year  with  approximately  150  cases;  the  method  described  off"ers  asepsis,  speed,  safety, 
and  satisfactory  anesthesia  without  distorting  the  surgical  field.  I  produce  the  anes- 
thesia in  about  two  minutes;  I  suggest  that  you  try  it  in  10  cases — if  you  do  not  get 
the  results  that  I  have  reported,  it  will  be  due  to  faulty  technique  or  changed  anes- 
thetic comfMjsition.  The  quantity  of  solution  used  does  not  particularly  interest  me 
as  long  as  it  is  safe  and  does  not  distort  the  field. 

I  am  interested  in  the  suggestion  of  adrenalin  as  a  cause  of  convulsive  movements. 
Dr.  Farr  of  Minneapolis,  who  should  be  an  authority  on  the  subject,  at  times  injects 
I  understand,  as  much  as  ninety  minims — in  just  what  dilution  I  do  not  know — but  I 
believe  in  much  greater  dilution  than  I  use.  The  dilatation  of  the  sphincter,  as  ilhis- 
trated,  was  to  show  the  profoundness  of  anesthesia  immediately  following  a  two 
minute  injection. 

Submucous  spbinctotomy — perhaps  should  be  called  subcutaneous  sphinctotomy 
and  Dr.  Collier  Martin's  anatomical  suggestions  are  appreciated.  My  conclusions  in 
this  preliminary  report  were  based  on  my  personal  experience  in  40  or  more  cases 
during  the  last  year — in  which  I  used  this  method  of  incising  the  sphincter.  I  have 
had  positively  no  infections — the  procedure  is  very  simply  and  quickly  done — it  is  an 
aseptic  anal  operation,  which  is  noteworthy.  How  many  aseptic  anal  procedures  are 
you  familiar  with?  All  anal  pathology.  Dr.  Terrell,  is  cared  for  either  before  or  after 
the  sphinctotomy,  and  the  method  used  may  be  done  according  to  your  own  prefer- 
ence. If  one  doesn't  feel  that  the  sphincter  can  be  incised  without  harm — this  pro- 
cedure would  not  interest  him.  Postoperative  pain  is  negligible,  and  not  to  be 
compared  with  the  pain  from  the  ulcer  before  operation.  I  believe  that  the  sphincto- 
tomy is  comparable  with  tenotomy  as  opposed  to  the  open  operation  for  a  tenotomy, 
except  that  the  open  tenotomy  may  be  done  aseptically  wiiile  any  open  anal  procedure 
can  not  be  so  done. 

Dr.  Saphir:  What  do  j'ou  do  with  the  central  pile? 

Dr.  E.  G.  Martin:  I  remove  it  and  then  do  the  submucous  operation. 

Dr.  John  L.  Jelks,  Memphis,  Tenn.:  How  do  you  remove  the  central  pile? 

Dr.  E.  G.  Martin:  Pick  it  up  with  forceps  and  cut  it  oflT  witli  scissors.  I  do  not  use 
a  ligature  as  it  is  simply  a  tag. 
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years  of  age,  and  a  stableman  by  occupation  consulted  me,  complaining 
of  burning  and  itching  about  the  anus,  which  had  annoyed  him  for  about 
two  years  and  for  the  last  five  months  had  become  so  severe  that  he  was 
unable  to  work  or  secure  an  uninterrupted  niglit's  rest. 

Thorough  physical  examination  was  negative,  except  locally  where 
the  condition  was  characteristic  of  a  severe  pruritus  of  long  standing  with 
marked  tenderness. 

This  case  was  treated  for  six  weeks  with  an  autogenous  vaccine  of 
the  streptococcus  fecahs  and  with  enemas  containing  tr.  krameria,  but 
with  little  result.  He  was  then  sent  to  a  hospital,  and  under  a  general 
anesthetic  a  modification  of  the  Ball  operation  was  performed  with  the 
removal  of  all  external  skin  tabs,  two  small  internal  hemorrhoids,  and 
the  destruction  of  a  small  bhnd  internal  fistula.  Following  this  all  of  the 
local  pathology  disappeared,  and  the  patient  was  absolutely  comfortable 
for  two  months,  when  he  came  to  me  again,  stating  that  he  had  a  return 
of  his  trouble.  All  that  was  noted  this  time  was  moisture  of  the  periaxial 
skin  and  a  few  punctate  excoriations,  and  he  was  referred  to  an  x-ray 
man  and  given  two  massive  treatments,  but  with  no  result.  A  short  time 
thereafter  he  passed  from  my  observation. 

An  Ameba  Histolytica  Infection.  In  192 1,  Mr.  J.  R.,  a  butcher,  by 
trade  was  referred  to  me  complaining  chiefly  of  diarrhea.  A  native  of 
Russia,  this  man  had  fived  for  the  past  twenty  years  in  New  York  and 
Cincinnati  and  had  never  been  elsewhere.  Three  years  before  he  con- 
tracted a  diarrhea,  which  had  continued  unabated  for  that  entire  time, 
though  he  had  been  quite  continuously  under  treatment,  some  of  which 
included  emetin. 

He  was  somewhat  emaciated,  having  lost  twenty  pounds;  his  skin 
was  so  sallow  that  he  almost  appeared  jaundiced;  the  urine  was  scanty 
and  highly  colored,  but  otherwise  normal;  he  had  eighteen  to  twenty 
bowel  movements  a  day,  all  small,  fluid,  bloody,  with  much  mucous, 
and  a  very  foul  odor;  but  he  worked  every  day. 

Examination  of  the  rectum  showed  its  walls  covered  with  bloody 
mucous  and  the  mucosa  extensively  ulcerated.  The  sigmoid  was  not 
examined  because  the  recto-sigmoidal  juncture  was  markedly  contracted 
and  ulcerated,  which  probably  accounted  for  a  diagnosis  of  cancer  which 
had  been  previously  made  and  for  which  he  had  been  treated  with  radium. 
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The  patient  Wcas  sent  to  a  laboratory  with  the  request  that  a  fresh 
stool  be  examined  for  ameba.  The  report  was  negativ^e,  butsuch  a  vast 
number  of  bacteria  were  found  that  tuberculous  ulceration  was  suggested. 
A  number  of  the  ulcers  were  immediately  curetted,  and  the  material 
collected,  placed  in  a  test-tube,  which  was  immersed  in  warm  water  in  a 
thermos  bottle,  and  sent  to  another  laboratory  with  instructions  to 
examine  on  a  warm  stage.  This  report  was  positive  for  ameba  histo- 
lytica. He  was  put  to  bed  for  three  weeks  on  a  milk  diet  and  the  rectum 
was  irrigated  twice  daily  with  soda  bicarbonate  solution,  followed  by 
formalin  30  drops  to  the  quart.  When  he  got  out  of  bed  he  resumed 
work.  The  same  treatment  was  continued,  the  diet  was  increased  with 
eggs,  cereals,  and  toast  and  locally  the  ulcers  were  treated  with  20  per 
cent  silver.  There  was  progressive  improvement,  till  in  about  three  and 
a  half  months  the  skin  was  clear,  he  had  increased  in  weight,  and  had 
but  two  or  three  formed  bloodless  stools  a  day  and  did  not  have  to  get 
up  at  night,  most  of  the  ulcers  having  healed,  and  the  few  remaining 
being  much  smaller.  Late  one  evening  I  was  hastily  summoned  to  his 
home  and  found  him  groaning  and  twisting  on  his  bed  in  great  pain, 
which  was  located  in  the  lower  right  quadrant  of  the  abdomen  and 
radiated  up  the  flank  toward  the  kidney.  There  was  frequent  micturi- 
tion with  tenesmus;  and  the  pulse  and  temperature  were  normal.  He 
was  given  morphine  and  hot  applications,  and  told  to  report  the  follow- 
ing day  for  x-ray.  The  urine  showed  microscopic  blood;  and  the  plate 
showed  a  stone,  about  the  size  of  a  pea,  in  the  right  ureter  just  outside 
the  bladder.  Three  days  later  he  reported  that  the  preceding  night  he 
had  had  another  severe  attack  of  pain,  which  had  passed  very  quickly, 
and  that  since  he  was  entirely  relieved,  except  for  some  tenesmus 
following  urination.  He  was  cystoscoped  and  two  stones  were  seen  in 
the  bladder.  Another  x-ray  showed  the  ureter  clear  and  one  stone  in 
the  bladder.  A  few  days  later  the  doctor  removed  two  stones  by  supra- 
pubic incision.  During  his  subsequent  stay  in  a  convalescent  home  his 
diarrhea  returned,  his  bowel  condition  having  been  entirely  neglected, 
and  he  returned  to  work  very  much  disappointed  and  dejected,  and 
shortly  left  the  city  and  passed  from  my  observation. 

A  Seven  Inch  Sample  Wine  Bottle  in  the  Rectum.  An  inmate  of  the 
Cincinnati  Infirmary  presented  himself  to  the  male  nurse  in  charge, 
requesting  a  large  dose  of  castor-oil,  which  was  given  him.  This  was  early 
in  the  morning,  and  at  two  in  the  afternoon  he  returned,  saying  that  the 
oil  had  not  relieved  him,  that  he  had  a  bottle  in  his  rectum,  and  that  he 
was  unable  to  remove  it. 

On  being  questioned  by  the  nurse  he  made  a  rather  novel  explanation, 
stating  that  he  was  troubled  with  constipation,  and  that  it  was  his  habit 
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to  take  an  enema,  for  which  he  would  fill  a  bottle  with  water,  stoop  over 
until  his  head  almost  touched  the  floor,  insert  the  neck  of  it  into  the 
rectum  and  pour  the  water  in.  On  this  particular  morning,  while  so 
engaged,  he  was  surprised  in  the  toilet  by  the  sudden  entrance  of 
another  inmate,  very  quickly  assumed  the  erect  posture,  and,  as  he  did 
so,  the  bottle  slipped  from  his  grasp  into  his  rectum.  His  story  might 
have  held  water,  too,  if  he  had  had  a  hole  in  the  other  end  of  the  bottle  to 
permit  air  to  enter  as  the  water  escaped. 

He  was  a  tall  thin  man,  aged  67,  and  complained  of  cramps  in  the 
abdomen  and  pain  in  the  rectum.  Examination  showed  a  typical  funnel- 
shaped  anus,  a  very  lax  sphincter,  through  which  escaped  a  small  amount 
of  blood  and  mucous,  and  the  examining  fingers  encountered  the  bottom 
of  the  bottle  lodged  above  the  levator  ani,  which  was  unusually  rigid, 
and  the  top  was  easily  palpated  an  inch  to  the  left  of  the  umbilicus, 
and  was  quite  moveable.  As  three  fingers  could  be  easily  inserted,  an 
attempt  to  deliver  the  bottle  was  made,  but  failed  because  of  the  rigid 
levator,  and  a  general  anesthetic  was  given  immediately  and  the  bottle 
easily  removed  by  pressure  from  above  and  traction  from  below.  The 
bottle  was  about  one-quarter  filled  with  semifluid  feces  and  the  outside 
was  smeared  with  bloody  mucous.  It  measured  seven  and  three-quarter 
inches  in  length  and  one  and  five-eighths  inches  across  the  bottom. 
The  patient  made  an  absolutely  uneventful  recovery. 

DISCUSSION. 

Dr.  E.  G.  Martin,  Detroit,  Mich.:  I  have  enjoyed  Dr.  Howard's  presentation 
of  case  reports  very  much — it  would  seem  that  his  results  were  very  gratifying.  My 
experience  compels  me  to  advocate  a  modified  Ball's  procedure. 

Following  the  removal  of  any  anal  pathology — an  area  on  each  buttocks,  well 
away  from  the  anus  and  a  little  anterior  to  a  line  drawn  through  it,  is  sterilised  again 
with  iodine — fresh  gloves  and  instruments  are  provided.  With  a  narrow-bladed  scalpel 
the  skin  is  punctured  as  in  a  tenotomy,  and  the  area  involved  undercut  free  from  the 
subcutaneous  tissue,  and  into  the  anal  canal  if  itching  there  has  been  present;  this 
procedure  is  repeated  on  the  opposite  side.  With  this  position  of  the  puncture  wounds, 
no  drainage  from  the  anus  can  contaminate  the  openings;  no  sutures  are  required, 
and  any  drainage  of  blood  is  provided  for.  My  results  have  been  excellent  in  their 
permanency,  with  immediate  cessation  of  all  itching;  this  must  be  a  strictly  aseptic 
procedure.  Prolonged  observation  following  operation,  with  local  treatment  as  neces- 
sary for  unhealed  abrasions  is  essential,  even  though  the  itching  is  absent. 

I  am  complimented  to  have  Dr.  Hirschman  adopt  the  knife,  or  scalpel,  in  place  of 
scissors,  and  I  think  all  of  you  who  undercut  will  do  likewise,  if  you  will  try  it. 

It  is  my  hope  that  some  non-operative  method  will  displace  the  undercutting 
but  for  immediate  relief,  at  present  it  is  unequaled. 

Dr.  William  M.  Beach,  Pittsburgh,  Pa.:  I  rise  to  correct  one  statement  of  a 
former  speaker.  I  am  very  jealous  of  the  one  thing  that  I  claim  to  have  done  in 
proctology.  Aside  from  inventing  the  proctoscope  I  think  more  of  this  one  discovery. 
It  was  described  to  the  profession  in  igoq  at  Atlantic  City — the  observation  that 
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sinuses  occurring  at  these  anal  crypts  were  the  cause  of  pruritus  ani.  I  have  drained 
these  pockets  and  failed  to  cure  pruritus  ani  so  I  do  not  claim  it  is  an  absolute  cure, 
but  it  relieves  most  cases.  Just  before  I  left  a  doctor  in  Pittsburgh  presented  him- 
self and  I  removed  two  of  these  little  sinuses.  I  saw  him  a  week  later  and  he  Siiid  he 
had  more  relief  than  he  had  had  in  years. 

Dr.  J.  Rawson  Pennington,  Chicago,  III.:  Instead  of  doing  an  undercut 
operation  in  pruritus  ani  I  have,  in  several  cases,  simply  made  a  cresentic  incision 
on  either  side  of  the  anus,  extending  from  near  the  anterior  to  the  posterior  com- 
missure. It  has  proven  very  efficacious  in  those  that  I  have  operated  upon;  one  only 
having  complained  that  the  itching  had  recurred. 

Dr.  Louis  J.  Hirschman,  Detroit,  Mich.:  As  to  modifying  the  Ball  operation,  I 
supfKJse  everybody  who  does  an  undercutting  operation  calls  it  a  "modified  Ball 
operation,"  and  Ball  would  not  recognize  his  own  op>eration.  I  believe  the  greatest 
advance  that  has  been  made  in  the  treatment  of  pruritus  ani  is  some  form  of  under- 
cutting operation.  In  our  service  it  has  been  a  long  time  since  we  have  given  anything 
but  a  local  or  sacral  anesthesia  for  this  operation.  We  simply  inject  into  the  sacral 
canal  about  20  to  30  c.c.  of  either  a  i  or  2  per  cent  solution  of  procaine.  Then  we  have 
nothing  to  do  but  wait  until  the  sacral  anesthesia  takes  place.  Or  if  we  wish  to  operate 
at  once  we  add  local — starting  at  the  posterior  commissure  and  injecting  a  one-half 
per  cent  solution  and  immediately  going  to  work.  We  inject  an  area  which  is  in 
extent  a  circle  with  a  radius  of  about  three  inches.  Then  with  a  Bard-Parker  knife  we 
make  an  anterio-posterior  incision  through  the  furthermost  point  of  the  area  and  a 
half  inch  bej'ond  the  affected  area.  This  incision  goes  through  the  skin  up  to  the 
anorectal  juncture.  That  disposes  of  any  crypts  that  may  be  present,  whether  they 
are  shallow  or  deep,  and  any  submucous  sinuses.  We  continue  to  seperate  the  skin 
from  the  surrounding  tissue  all  the  way  around  from  the  anterior  commissure  to  the 
posterior  commissure,  and  do  the  same  with  the  other.  By  using  this  knife,  which  is 
flexible,  we  are  sure  to  cut  through  all  of  the  nerves.  It  may  be  necessary  to  cut  off 
skin  tags.  W  hen  we  have  done  this  we  put  in  a  large  hysterectomy  forceps  through 
the  incision,  and  after  opening  and  closing  it  to  be  sure  the  skin  is  all  separated  then 
we  draw  a  piece  of  rubber  through  each  side.  The  patient  has  his  first  good  night,  and 
there  is  no  necessity  for  any  postoperative  analgesics.  He  is  allowed  to  leave  the 
hospital  the  second  or  third  day. 

The  results  from  this  particular  type  of  operation  have  been  very  satisfactory 
with  us  and  we  have  not  failed  to  relieve  the  pruritus  except  in  about  5  to  lo  per  cent 
of  cases  where  we  did  not  do  complete  undercutting  in  some  segment.  But  we  can 
undercut  that  segment  or  open  the  crypt  that  we  have  missed  later  on. 

Dr.  John  D.  Stewart,  New  York,  N.  Y.:  This  question  of  the  Ball  operation  is 
exceedingly  interesting  to  me.  In  the  first  place,  I  do  not  think  the  Ball  operation 
should  ever  be  attempted  until  you  have  exhausted  everything  possible  in  the  way  of 
palliative  treatment.  In  many  cases  of  pruritus  if  you  will  spend  the  time  to  go  through 
and  expose  the  anal  canal  you  will  find  the  pathology  that  is  responsible.  Every  once 
in  a  while  a  case  comes  on  our  service  that  has  been  treated  by  the  general  practi- 
tioner with  everything  in  the  way  of  palliative  treatment.  There  will  be  a  well- 
marked  congested  condition  of  the  skin  sometimes  down  to  the  middle  third  of  the 
thigh.  Cases  like  this  where  the  nervous  symptoms  are  pronounced,  are  suitable  for 
the  Ball  operation. 

Last  summer  it  was  my  good  fortune  to  spend  a  few  weeks  in  England  and  to  see 
Mr.  Lockhart-Mummery  operate  on  three  or  four  cases.  I  asked  him  what  per  cent 
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of  these  cases  he  cured  by  the  Ball  operation,  and  he  said  with  good  postoperative 
care  he  thought  they  could  cure  80  per  cent.  "You  can  do  the  Ball  operation  or  the 
modification  of  it,"  said  Mr.  Mummery,  "and  the  ultimate  results  will  be  good.  But 
if  you  are  careless  about  the  postoperative  care  of  these  cases  you  will  have  recur- 
rences. In  other  words,  if  in  the  three  or  four  days  following  the  operation  you  have 
evidences  of  sensation,  you  will  have  failure.  Your  operation  and  dissection  must  be 
thorough,  and  after  you  have  divided  the  nerve  ends  you  must  do  everything  to 
delay  reunion.  Leave  a  strip  of  gauze  out  through  the  skin  incision,  and  remove  it  at 
the  end  of  three  days.  Then  with  a  mild  irrigation  with  a  McElroy  syringe  irrigate 
this  opening  and  you  may  be  pretty  sure  of  results." 

Dr.  Charles  E.  Howard  (closing):  I  want  to  thank  the  gentlemen  for  their 
discussion.  It  is  the  cases  that  baffle  you  that  are  so  disappointing  and  make  you 
realize  there  is  something  in  the  case  that  you  do  not  understand.  In  this  particular 
case  the  after  treatment  consisted  of  a  piece  of  vaseline  gauze  which  was  inserted 
twice  and  then  it  was  irrigated.  But  notwithstanding  that  in  six  weeks  he  had  a 
return.  It  was  particularly  because  we  found  nothing  in  the  textbooks  that  satisfied 
me  that  I  reported  the  case. 


TUBERCULOUS     ENTERITIS     TREATED    BY     INTRAPERI- 
TONEAL INJECTIONS  OF  OXYGEN:  CASE  REPORT. 

John  L.  Jelks,  M.  D.,  F.  A.  C.  S. 

MEMPHIS,    TENN. 

In  making  a  report  of  this  case  I  may  be  pardoned  for  presuming 
on  your  time  by  the  statement  that  I  believe  the  results  attained  were 
really  remarkable.  Also  the  conclusions,  herein  set  forth,  might  seem 
rather  revolutionary  in  view  of  the  fact,  that,  while  laboratory  authori- 
ties affirm  that  the  bacillus  of  tuberculosis  requires  oxygen  to  sustain 
life,  the  clinical  results  in  this  case  seem  to  controvert,  in  part,  their 
view  point. 

About  twenty-five  years  ago  I  listened  to  an  address  by  Dr.  Jas.  T. 
Jelks,  then  Professor  of  Gynecology  in  the  College  of  Physicians  and 
Surgeons  of  Chicago,  on  the  surgical  treatment  of  tuberculous  peri- 
tonitis. He  described  the  operations  by  abdominal  section  and  rubbing 
the  peritoneum  with  iodoform  gauze,  and,  as  I  remember,  his  conclu- 
sions were,  that  the  rubbing  with  gauze  caused  a  reactionary  process, 
and  that  the  sunlight  and  iodoform  had  curative  qualities.  Many 
writers  have  since  referred  to  the  value  of  similar  methods  of  treating 
these  cases,  and  some  have  ascribed  the  beneficial  results  to  the  direct 
rays  of  the  sun  and  have  left  the  abdomen  open  for  it  to  shine  in. 

I  have  operated  and  witnessed  operations  in  similar  tuberculous  cases, 
in  which  the  sun  did  not  shine  in  and  in  which  no  rubbing  of  the  peri- 
toneum was  practised,  yet  in  which  the  results  obtained  were  ideal.  One 
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such  case  was  in  my  own  family.  In  this  patient  the  intestines  were 
studied  with  tubercles  and  the  viscera  were  agglutinated.  The  abdomen 
was  opened,  no  rubbing  done,  and  no  sun  rays  admitted,  and  four  years 
later  was  reopened  for  a  hernial  operation,  and  the  abdominal  cavity 
was  then  found  to  be  free  from  all  evidence  of  both  tubercles  and 
agglutinations. 

On  November  22,  1921,  Mrs.  R.  C,  31  years  old,  was  referred  to 
me  by  Dr.  J.  E.  French,  on  account  of  an  intractable  diarrhea,  extreme 
abdominal  tenderness,  and  emaciation,  and  she  was  very  weak  and 
had  lost  considerable  weight.  Examination  showed  conclusively  that  she 
was  suffering  pulmonary  tuberculosis  and  tuberculous  enteritis.  The 
expectorated  material  was  examined  and  many  tubercle  bacilli  were 
found.  I  stated  plainly  to  her  physician  and  her  husband  that  in  my 
opinion,  based  on  past  experience  with  similar  cases  of  tuberculous  enter- 
itis, her  condition  was  about  as  hopeless  as  if  a  cannon  ball  had  hit  her, 
that  certainly  the  only  hope  of  accomplishing  any  thing  was  in  opening 
the  abdomen  and  letting  the  sun  shine  in,  and  further  that  in  her  partic- 
ular case,  I  saw  practically  no  hope  ever  from  operation  and  did  not 
advice  its  performance.  In  this  unhappy  state  of  mind  we  parted;  but  a 
day  or  two  later.  Dr.  Price,  Medical  Director  at  the  Oakville  Memorial 
Sanatorium,  and  Dr.  French  came  to  my  office,  and  Dr.  Price  stated  that 
Dr.  Rost,  in  the  Indian  Service  in  Calcutta,  had  reported  brilliant  results 
from  the  injection  of  oxygen  gas  into  the  peritoneal  cavity  in  a  similar 
case,  that  he  had  verified  the  results  by  doing  it  in  similar  cases,  and 
inquired  whether  I  w  ould  consent  to  do  it  in  this  case.  So,  being  assured 
that  I  would  do  so,  but  strictly  as  an  experiment,  the  patient  was 
admitted  to  the  Methodist  Hospital,  November,  24th. 

In  addition  to  the  essential  facts  which  I  have  already  given  of  this 
case,  an  examination  of  the  hospital  records  shows  some  further  impor- 
tant details.  She  had  a  leukocytosis  of  16,600  and  temperature  of  about 
102°F.  ,at  first,  which  dropped  promptly  after  the  first  injection  of 
oxygen  to  or  about  normal  and  stayed  there  until  she  left  the  hospital 
The  first  injection  was  made  November  25th  with  a  canula  inserted  into 
the  peritoneum  through  a  small  incision  under  novocaine  anesthesia  in 
the  right  lower  quadrant  of  the  abdomen,  and  the  oxygen  was  allowed 
to  flow  gradually  into  the  cavity  until  the  abdomen  was  distended 
equally  with  the  costal  margin.  A  bedside  note  made  three  days  later 
reads  "Condition  remarkably  improved:  no  distention,  no  laxative 
necessary."  A  second  injection  was  made  in  a  similar  manner  Decem- 
ber 1st,  and  a  bedside  note  made  two  days  later  reads  "Patient 
shows  remarkable  improvement  and  is  bright  and  cheerful."  There 
was  continued  improvement.  She  was  discharged  from  the  hospital  and 
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entered  the  Oakville  Sanatorium  December  28th,  and,  in  regard  to  her 
subsequent  condition,  I  wish  to  present  a  letter  received  from  Dr. 
Price  some  months  later. 

OAKVILLE  MEAIORIAL  SANATORIUM  FOR  THE  TREATMENT  OF 

TUBERCULOSIS. 

Oak\ille,  Tenn. 

MaV    12,    IQ22. 

Dear  Dr.  Jelks: 

Mrs.  R.  C,  the  patient  whose  abdomen  we  inflated  with  oxygen  in  November  and 
December,  1921,  for  intestinal  tuberculosis,  was  admitted  to  this  institution  on 
December  28,  1921 — temperature  92.2°F.;  pulseioo;  weight  80  lbs. — chest  findings: 
fibrosis  left  apex,  above  second  rib  and  second  spine  no  activity;  right  side,  fibrosis 
above  second  rib  and  third  spine,  activity  over  this  area  as  denoted  by  rales,  which 
were  perceptible  only  on  inspiration  following  forced  expiration  and  cough — tubercle 
bacilli  in  sputum  only  once  after  admission — mouth,  nose  and  throat  normal,  heart 
normal.  Patient  has  improved  steadily  under  routine,  rest  and  nourishment.  Weight 
at  present  time  105  lbs.,  all  activity  in  chest  has  disappeared,  and  bowels  are  per- 
fectly normal  with  perfect  assimilation  of  food.  This  to  mj-  mind  is  positive  proof  of 
what  oxygen  inflation  will  do  to  the  intestinal  cases  of  tuberculosis. 

In  1920  I  inflated  the  first  case,  which  was  that  of  a  maiden  lady  48  years  old,  past 
history  negative,  advanced  pulmonary  condition,  and  tuberculous  peritonitis,  with 
large  quantities  of  fluid.  It  was  necessary  to  tap  abdomen  weekly.  Rost,  of  the  Indian 
Service  in  Calcutta,  reported  one  case  cured,  so  I  removed  fluid  and  inflated  abdomen 
with  oxygen  three  times.  Fluid  disappeared  and  patient  lived  four  months,  dying  of 
her  pulmonary  condition. 

The  next  case,  a  man  of  29  years,  tuberculosis  of  caecum,  as  diagnosed  by  radio- 
logist, had  been  bed  ridden  for  one  year,  incontinence  of  bowels,  food  not  assimilated, 
weight  approximately  70  lbs.  Three  inflations  of  oxygen  and  patient  gained  control 
of  bowels,  food  well  taken,  and  at  the  expiration  of  three  months  weighed  130  lbs. 
Last  report  of  this  case,  six  months  after  discharge,  was  that  he  was  well  and  working. 

Third  case,  that  of  a  woman  35  years  old,  tuberculous  diarrhea,  small  chest 
involvement.  One  inflation  and  all  intestinal  symptoms  were  cleared  up  in  forty- 
eight  hours,  with  no  recurrence  in  the  six  months  following,  when  I  lost  track  of  her. 

All  of  these  patients'  chest  conditions  seemed  to  improve  following  the  inflations. 
Whether  it  was  the  effect  of  the  oxygen,  or  just  a  general  improvement,  I  am  unable 
to  say  at  this  time.  Very  respectfully, 

JAMES  A.  PRICE,  M.  D. 
Superintendent. 

In  the  Journal  of  the  American  Medical  Association,  March  11, 
1922,  Dr.  Arthur  Stein  of  New  York  reported  a  similar  and  very  inter- 
esting case,  which  is  too  long  to  introduce  in  this  paper,  but  which  is 
worth  your  study.  I  will,  however,  quote  at  length  his  final  comment, 
which  is  as  follows: 

"While  the  effect  of  air  on  tuberculous  peritonitis  is  known  to  all 
internists  as  well  as  surgeons,  it  having  been  proved  countless  times 
that,  after  hiparotomv  for  tuberculous  cxudatixc  peritonitis,  the  general 
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condition  of  the  patient  improved,  it  is  dear  that  this  new  procedure  of 
oxygen  inflation  offers  a  tremendous  advantage  over  laparotomy  as  a 
therapeutic  measure.  The  pneumoperitoneal  method  may  be  employed 
as  often  as  indicated,  ten,  twelve  or  fifteen  times,  even  more  if  desired, 
while  a  laparotomy  with  its  accompanying  shock,  etc.,  may  at  the 
utmost  be  resorted  to  only  twice.  The  patients  experience  little  or  no  dis- 
comfort from  the  inflations,  and,  after  realizing  the  immediately  benefi- 
cial effects  of  the  first  oxygen  administration,  they  usually  look  forward 
cheerfully  and  contentedly  to  the  next  treatment. 

"In  passing  it  might  be  mentioned  that  it  is  advisable  to  remove  the 
ascitic  fluid.  It  will  be  found  also  that  these  ascitic  patients  can  tolerate 
much  greater  inflation  (up  to  5  or  6  liters,  from  305  to  366  cubic  inches, 
of  oxygen)  owing  to  the  distention  of  the  abdominal  walls  by  the  ascitic 
fluid.  These  patients  rarely  complain  of  any  discomfort  throughout  the 
procedure. 

"No  satisfactory  explanation  for  the  improvement  of  tuberculous 
peritonitis  by  surgical  intervention  has  been  offered,  but  it  may  well 
be  that  contact  of  the  infected  peritoneum  with  the  atmospheric  air, 
i.  e.,  the  oxygen  contained  therein,  is  the  effective  factor.  In  combina- 
tion with  laparotomy,  oxygen  has  been  utilized  in  the  treatment  of  tuber- 
culous peritonitis  by  McGlinn  of  Philadelphia  (1908)  and  Bainbrige 
of  New  York. 

"To  the  best  of  my  knowledge,  my  own  observation  is  the  first  case 
to  be  reported  in  the  United  States  of  an  apparent  cure  of  tuberculous 
.peritonitis  of  the  exudative   type  by  the  sole  means  of  therapeutic 
pneumoperitoneum,  and  I  therefore  feel  justified  in  offering  this  pre- 
liminary report." 

We  must  conclude  that  direct  sun-rays  have  proved  of  wonderful 
clinical  value  in  the  treatment  of  tuberculosis,  but,  through  what  means 
this  has  achieved  the  results,  no  definite  or  incontrovertible  reason  or 
solution  has  been  given.  Likewise  any  suggested  explanation  of  results 
obtained  with  oxygen  in  this  case  are  based  wholly  on  theory,  which, 
like  aeroplanes,  may  fall  and  be  wrecked  when  hope  is  high. 

In  this  case  the  abdominal  peritoneum  was  opened  only  sufficiently 
to  admit  the  introduction  of  a  blood  transfusion  canula.  Free  fluid  was 
allowed  to  flow  out  through  the  canula.  Then  pure  oxygen  was  injected 
to  the  full  capacity  of  the  peritoneal  cavity  without  unduly  embarassing 
respiration.  The  results,  as  you  have  seen,  were  immediate,  though 
not  in  the  first  treatment  of  the  case  sufficient.  The  second  treatment, 
which  was  given  six  days  later,  completed  the  cure. 

If  oxygen  is  essential  to  the  life  of  the  tubercle  bacillus,  as  stated  by 
authorities  (see  Note),  this  patient  should  have  been  overwhelmed  by 
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the  tuberculous  infection  soon  after  the  treatment,  for  oxygen  was 
present  in  abundance.  Instead  she  was  benefited,  and,  to  explain  the 
apparently  contradictory  result,  I  offer  the  following  suggestions  as  food 
for  thought;  that  it  was  due  either  to  stimulation  of  antibodies  by  endo- 
thelial excitation  and  direct  action  on  the  tubercles,  destroying  the  infec- 
tion, or  to  supersaturation  of  the  blood  stream  and  body  tissues  with 
oxygen,  rendering  the  life  of  the  organisms  impossible  in  its  presence. 
I  am  rather  inclined  to  the  latter  in  view  of  the  rapid  clearing  up  of  both 
the  abdominal  infection  and  the  lung  lesions. 

Note. — Biological  considerations  from  Hiss  and  Zinaser's  Bacter- 
iology, p.  486.  The  tubercle  bacillus  is  dependent  on  the  access  of 
oxygen.  Its  optimum  temperature  is  ^j.$°C  Temperatures  below 
30°  and  above  42°C.  inhibit  its  growth.  I  n  fluid  media  it  is  killed  by  6o°C. 
in  fifteen  to  twenty  minutes,  by  8o°C.  in  five  minutes,  and  by  90°C. 
in  one  to  two  minutes.  It  will  withstand  dry  heat  of  ioo°C.  for  one 
hour.  It  is  resistant  to  cold.  The  comparatively  high  powers  of  resis- 
tance of  this  bacillus  are  attributed  to  the  protective  qualities  of  the 
waxy  cell  membrane.  The  life  of  cultures,  kept  in  favorable  environ- 
ments, is  from  two  to  eight  months,  varying  to  some  extent  with  the 
nature  of  the  culture  medium.  The  viability  of  the  bacillus  in  sputum  is 
of  great  hygienic  importance.  In  most  sputum  it  may  remain  alive  and 
virulent  for  six  weeks,  and  in  dried  sputum  for  more  than  two  months. 
Five  per  cent  phenol  kills  it  in  a  few  minutes.  Complete  disinfection  of 
sputum,  where  tubercle  bacilli  are  protected,  takes  from  five  to  six 
hours. 


A  CASE  OF  VILLOUS  PAPILLOMA  OF  THE  RECTUM.* 

Harry  B.  Adams,  M.  D. 
philadelphia,  pa. 

Mr.  H.  C,  aged  47.  Father  living  and  well.  Mother  died  at  76.  Six 
brothers  and  three  sisters  living  and  well.  One  brother  died  in  infancy. 
General  health  good  except  for  his  chronic  constipation,  which  has 
existed  since  he  was  fifteen  years  of  age.  Disclaims  ever  having  had 
ordinary  diseases  of  childhood. 

Present  illness  was  first  noticed  about  four  months  ago,  when  he 
developed  a  slight  mucoid  discharge,  but  no  blood.  He  was  of  the 
opinion  he  had  hemorrhoids,  for  which  he  had  previously  been  operated 

*Read  by  title. 
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on  twenty-two  years  ago.  The  major  symptoms  at  present  are,  mucoid 
discharge  and  chronic  constipation.  In  fact  he  has  to  take  a  cathartic 
in  order  to  have  a  movement. 

Examination  revealed  a  large  villous  growtli,  very  friable,  located  on 
the  posterior  wall  of  the  rectum,  at  which  point  there  seemed  to  be  a 
deep  sulcus  just  anterior  to  an  attachment  of  the  growth.  After  thorough 
divulsion  of  the  sphincters,  a  large  mass  prolapsed.  It  had  somewhat  the 
appearance  of  a  cauhflower,  and  w^as  covered  with  a  mucoid  discharge, 
but  did  not  readily  bleed.  The  base  was  indurated,  and  presented  at 
once  a  question  as  to  its  malignancy.  The  growth  was  removed.  The 
arterial  supply  was  quite  extensive,  and  with  some  difficulty  was  con- 
trolled. The  specimen  was  sent  to  the  laboratory  for  examination,  and 
report. 

The  report,  which  I  have  here,  proved  the  growth  to  be  a  papilloma. 
A  Wassermann  and  blood  count  were  negative.  On  account  of  the  indu- 
rated base,  this  man  was  radiumized,  the  first  exposure  being  given 
eleven  days  after  operation.  Thereafter  four  more  exposures  were  given. 
The  dates  and  quantity  used  are  here  appended,  2/20/22,  60  milligrams 
and  one  hour  exposure,  2/21/22  same,  2/22/22  same,  and  2/27/22 
same,  making  a  total  of  300  milligram  hours  for  the  first  series.  This 
was  only  a  prophylactic  dosage.  In  the  presence  of  frank  malignancy 
the  dosage  would  have  been  much  greater.  Screenage  here  was  silver 
and  rubber.  This  man  was  discharged  from  the  hospital  March  ist 
apparently  cured,  the  rectum  being  free  from  any  evidence  of  disease. 
However  he  was  instructed  to  report  at  my  office  monthly  for 
examination. 


A    SCALPING    OPERATION    FOR    ABSCESSES    ABOUT    THE 

RECTUM. 

Walter  A.  Fansler,  M.  D. 

MINNEAPOLIS,    MINN. 

It  is  with  hesitation  that  I  attempt  to  contribute  anything  to  the 
literature  concerning  perirectal  infections,  since  there  is  hardly  a  subject 
about  which  more  has  been  written. 

The  fundamental  principles  underlying  the  treatment  of  these  cases 
are  well  defined  and  agreed  upon,  and  I  do  not  wish  to  offer  any  addition 
to  these.  What  I  do  wish  to  offer,  is  a  method  whereby  it  would  seem  that 
these  principles  can  be  more  thoroughly  carried  out. 
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It  is  agreed:  (i)  That  a  substantial  percentage  of  these  cases  have  a 
connection  with  the  bowel,  and  so  are  really  complete  fistulas  from  the 
moment  the  abscess  is  opened. 

(2)  That,  w  hether  there  is  a  bowel  opening  or  not,  the  best  treat- 
ment is  early  and  radical  incision,  and  that  the  external  wound  must  be 
kept  wide  open,  while  the  cavity  is  granulated  in  from  the  bottom 
outwards.  When  this  dictum  is  followed,  a  cure  will  result  in  all  cases 
where  there  is  no  internal  opening,  and  can  be  secured  in  some  cases 
where  one  is  present.  In  my  opinion  the  chief  cause  of  failure,  in  these 
cases,  is  an  inability  to  keep  the  skin  incision  wide  open,  so  that  the 
depth  of  the  cavity  can  be  properly  medicated.  That  this  difficulty  is 
real  is  shown  by  the  fact  that  the  simple  straight  incision  has  practically 
been  discarded  for  the  T  or  cross  incision.  In  my  hands  even  these  have 
been  only  partially  satisfactory.  Though  a  very  radical  incision  be  made 
at  the  time  of  operation,  when  the  swelling  due  to  the  abscess  subsides, 
the  wound  has  also  shrunken  and  the  edges  quickl}^  contract  down  and 
heal  together.  This  is  especially  true  if  the  patient  is  a  little  careless  in 
coming  in  for  dressings,  or  if  the  deeper  part  of  the  wound  is  slower  than 
usual  in  granulating.  The  result  is  a  deep  cavity  or  sinus  with  a  small 
external  opening  which  renders  healing  difficult  or  impossible. 

With  these  facts  and  experience  in  mind,  it  occurred  to  me  that  a 
more  radical  procedure,  including  actual  removal  of  a  portion  of  the  skin 
overlying  the  abscess,  would  be  an  improvement  in  so  far  as  the  two  rapid 
closure  of  the  skin  opening  was  concerned.  This  procedure,  for  the  sake  of 
a  name,  I  have  been  pleased  to  term  "scalping  the  abscess."  The  proce- 
dure is  as  follows:  A  liberal  cross  incision  is  made  as  near  the  anus  as 
possible,  and  the  extent  of  the  abscess  cavity  explored  with  the  finger 
and  probe.  This  having  been  done,  the  four  segments  of  skin,  made  by  the 
incision,  are  removed,  giving  an  approximately  circular  opening.  The 
size  of  this  opening  depends  on  the  size  of  the  abscess  cavity,  the  general 
principle  being  to  have  the  circle  of  skin  removed  slightly  larger  than  the 
greatest  diameter  of  the  abscess.  This  however  is  subject  to  any  variation 
judgment  may  dictate. 

We  now  have  a  cavity  which  has  the  approximate  shape  of  a  trun- 
cated cone,  the  base  being  outward.  This  shaped  cavity  is  easily  dressed 
and  cleansed  and,  what  is  more  importJint,  medication  may  be  accurately 
applied  to  the  depth  of  the  wound.  Where  this  can  be  done,  the  use  of 
nitric  acid  or  40  per  cent  silver  nitrate  will  frequently  heal  a  small 
opening  into  the  bowel,  and  the  case  be  terminated  successfully  as 
though  only  a  simple  abscess  was  present. 

If  later  division  of  the  sphincter  is  necessary  the  patient  is  in  no  worse 
condition  than  following  ordinary  incision  of  the  abscess,  and  in  fact  the 
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secondary  operation  is  usually  more  simple,  in  as  much  as  tiie  tract  is 
definitely  defined. 

It  might  seem  that,  with  the  removal  of  a  Hap  of  skin  in  this  manner, 
convalescence  would  be  prolonged.  I  have  not  found  this  to  be  the  case. 
By  the  time  the  wound  has  granuhited  from  the  bottom,  the  skin  wound 
has  contracted  and  healed  down  to  meet  it,  and  there  is  little  delay  in 
complete  healing. 

This  method  is  not  advanced  as  a  cure-all,  and  it  may  not  be  appli- 
cable to  all  cases,  but  it  does  to  my  mind  possess  several  advantages. 
First:  You  have  a  wound  which  can  be  thoroughly  inspected  and  of 
such  a  shape  that  it  can  be  thoroughly  cleansed  and  medicated  until 
healing  has  occurred.  Second:  Due  to  the  facts  that  there  is  more 
thorough  drainage  and  that  the  wound  can  be  more  accurately  treated, 
this  method  will  usually  cure  with  one  operation  a  larger  percentage 
of  these  abscesses  than  when  the  various  types  of  incisions  alone  are 
used. 

DISCUSSION. 

Dr.  J.  Rawson  Pennington,  Chicago,  III.:  When  a  patient  comes  seeking 
my  services  and  I  find  he  has  a  swelling  about  the  rectum  and  the  symptoms 
of  an  abscess  forming,  such  as  heat,  redness,  pain,  etc.,  it  is  my  practice  to  make 
a  good  free  incision  into  it  at  once.  I  think  it  matters  h'ttle  whether  the  incision  is 
T-shaped  or  otherwise.  The  principal  thing  is  to  get  good  free  drainage  and  get  it  quick. 

When  opened  I  usually  wash  the  cavity  out  with  Dakin's  or  some  other  solution 
and  fill  it  with  Beck's  paste.  Frequently  we  see  posted  in  the  Bulletin  an  ischiorectal 
abscess  to  be  operated  on  the  following  day.  I  do  not  think  such  practice  is  in  keeping 
with  good  surgical  principles.  Do  not  wait  for  pus  to  form.  Make  a  good,  free  incision 
and  make  it  at  once.  Were  this  principle  more  closely  followed,  there  would  be  fewer 
cases  of  fistula. 

Dr.  Descum  C.  McKenney,  Buffalo,  N.  Y.:  When  a  patient  has  an  ischiorectal 
abscess  there  is  no  actual  opening  into  the  bowel,  for,  ii  there  were  one,  there  would  be 
no  abscess,  but  there  is  a  potential  one — the  location  of  which  helps  materially  in 
deciding  the  technique  to  be  followed  in  operating  upon  the  abscess.  Even  a  thorougli 
opening  of  the  abscess  such  as  Dr.  Fansler  recommends  does  not  in  every  case,  as  we 
all  know,  preclude  the  formation  of  a  fistula  later. 

The  future  internal  opening  can  in  the  majority  of  cases  be  easily  located  by  plung- 
ing a  large  sized  hypodermic  needle  into  the  abscess  and  allowing  the  pus  to  run  out 
through  it.  Replace  the  pus  by  a  methylene  blue  solution  injected  through  the  needle 
by  means  of  a  syringe  attached  to  same.  Allow  this  to  run  out  once  or  twice  until  the 
pus  is  all  washed  out,  finally  injecting  the  cavity  full  of  the  blue  solution.  The  needle 
can  be  withdrawn  and  the  opening  kept  closed  with  the  finger  tip.  Insert  a  Sims  or 
fenestrated  speculum  into  the  anal  canal  and  in  the  majority  of  instances  there  will 
be  seen  a  small  spot  stained  blue — usually  an  anal  pocket — where  the  wall  of  the 
abscess  cavity  on  the  rectal  side  is  thinnest.  Occasionally  the  solution  will  find  its 
way  through  this  thin  part  of  the  wall  into  the  bowel.  Thus  the  potential  or  the 
actual  opening  is  found. 

Next:  If  the  abscess  cavity  is  a  small  one,  it  may  be  treated  as  a  fistula  by  cutting 
the  external  sphincter  at  right  angles.   From  a  considerable  experience  with  this 
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method  over  a  number  of  years  I  am  advocating  it  only,  as  I  have  just  said,  when 
the  abscess  cavity  is  small,  which  means  that  the  ends  of  the  cut  sphincter  will  then 
have  sufficient  support  from  the  surrounding  tissues  to  keep  them  approximated, 
in  which  case  one  can  expect  and  gets  the  desired  union.  In  suitable  cases  this  method 
absolutely  precludes  the  formation  of  a  fistula.  On  the  other  hand  if  the  abscess  cavity 
is  large  and  this  method  is  used,  the  ends  of  the  muscle  lack  support,  one  end  falls 
outward  into  the  cavity  farther  than  the  other  or  is  pulled  upwards  into  the  bowel 
and  when  healing  takes  place  the  ends  are  not  approximated  and  there  is  a  depression 
at  the  site  of  the  scar  permitting  prolapse  of  the  mucous  membrane  and  involuntary 
discharge  of  mucus  and  feces  with  consequent  soiling  of  the  clothing. 

Where  the  abscess  is  large  so  that  the  tissue  adjacent  to  and  supporting  the 
external  sphincter  is  extensively  destroyed,  it  is  far  better  surgery  to  do  as  Dr.  Fansler 
suggests.  At  the  same  time,  if  the  doctor  will — by  the  method  outlined  above — locate 
the  actual  or  potential  opening  of  the  fistula  that  inevitably  follows  an  abscess  in  a 
certain  number  of  cases,  he  can  do  much  to  facilitate  the  secondary  operation  neces- 
sary to  cure  the  fistula.  The  shorter  the  tract  of  a  fistula  and  the  closer  and  more 
nearly  at  right  angles  that  tract  crosses  the  external  sphincter-ani,  the  easier  it  is  to 
obtain  a  satisfactory  cure  by  operation.  Knowing  this,  after  locating  the  internal 
opening — potential  or  actual — I  make  an  incision  parallel  and  close  to  the  external 
margin  of  the  external  sphincter,  the  antero-posterior  length  of  the  abscess  cavity, 
and  another  at  right  angles  to  it — having  the  two  incisions  join  at  the  point  directly 
opposite  the  internal  opening.  The  corners  of  the  skin,  made  by  the  two  incisions,  are 
trimmed  away  generously  so  that  the  largest  part  of  the  opening  of  the  abscess  so 
made  coming  nearest  the  internal  opening — potential  or  actual — will  be  the  last  to 
heal.  In  this  way  I  have  the  future  external  opening  placed  where  I  want  it  should  I 
fail  to  get  healing  without  a  fistula. 

Dr.  Collier  F.  Martin,  Philadelphia,  Pa.:  After  all,  the  form  of  incision  is 
unimportant,  as  that  is  influenced  by  the  position  of  the  collection  of  pus.  Both  the 
T  and  the  +  (cross)  incision  have  been  popular  for  years.  For  ischiorectal  abscess,  I 
have  always  used  the  latter  form,  trimming  off  the  free  corners,  calling  it  the  "soup- 
plate"  or  "saucer"  incision,  depending  upon  the  amount  of  tissue  removed.  The 
wound  must  be  designed  so  as  to  give  the  maximum  drainage  with  the  minimum  of 
interference  with  function.  Without  sufficient  drainage  a  fistula  is  sure  to  result. 
The  internal  opening,  or  point  of  infection,  of  an  abscess  will  usually  be  found  in  a 
crypt  at  the  anorectal  line,  while  the  external  opening  will  be  governed  by  the  point 
of  incision,  or  by  the  location  of  rupture.  I  know  of  no  incision  or  form  of  operation 
which  will  prevent  a  fistula  in  all  cases. 

Dr.  Granville  S.  Hanes,  Louisville,  Ky.:  There  is  no  doubt  but  what  there  are 
many  ways  of  treating  rectal  abscesses.  I  would  like  to  call  your  attention  to  an 
article  I  read  upon  rectal  fistula  before  this  Society  last  June.  There  you  will  find, 
of  course,  the  best  way  to  treat  abscesses  and  fistulas. 

Dr.  E.  G.  Martin,  Detroit,  Mich.:  Dr.  Fansler's  paper  brings  up  the  important 
subject  of  properly  opening  an  abscess.  An  improperly  drained  abscess  is  in  my  opinion 
the  most  prolific  cause  of  fistula.  He  advocates  a  method  to  prevent  premature  closing; 
it  seems  excellent;  let  us  try  it. 

Dr.  Curtis  C.  Mechling,  Pittsburgh,  Pa.:  I  would  like  to  call  attention  to  a 
simple  method  of  holding  these  abscess  walls  apart  and  which  I  have  used  many 
times.  The  abscess  is  below  the  superficial  fascia  and  that  is  one  of  the  reasons  it 
becomes  so  large  before  it  is  recognized. 
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Lockhart  Mummery  has  called  attention  to  the  phin  of  making  a  liberal  incision 
outside  the  sphincter  muscle,  then  taking  a  rubber  tube,  amputates  half  of  the  wall, 
doubles  it,  and  stitches  it  in  the  wound.  It  does  not  reach  the  bottom  of  the  pus 
cavity,  but  simply  serves  to  hold  tlic  fascia  wound  wide  apart.  With  this  method  there 
is  no  necessity  for  putting  gauze  packing  in  the  wound.  The  principle  is  to  have 
complete  drainage  and  to  continue  it  for  days.  Of  course  these  stitches  will  slough  off 
in  four  or  five  days.  Another  point  is  to  carry  the  incision  well  back  to  the  median 
line  so  that  in  case  fistula  does  form  the  completion  of  the  job  can  be  done  under  local 
anesthesia. 

Dr.  Alois  B.  Gr.\ham,  Indianapolis,  Ind.:  I  want  to  ask  Dr.  Fansler,  how 
many  extensive  abscesses  about  the  rectum  he  has  encountered  without  an  internal 
opening  being  present? 

Dr.  Emmett  H.  Terrell,  Richmond,  Va.:  I  think  it  makes  no  difference  which 
way  the  incision  is  made.  An  abscess  should  be  opened  at  the  earliest  possible  moment, 
however,  to  prevent  an  extension  of  the  process.  In  my  opinion,  whether  this  is  done 
early,  or  late,  has  little  influence  on  the  subsequent  development  of  the  fistula.  If  the 
primary  infection  has  been  through  the  lymphatics  a  fistula  is  not  likely  to  result. 
On  the  other  hand,  if  the  infection  is  a  direct  one  through  an  abrasion  in  the  mucosa 
or  the  bottom  of  a  crypt  a  fistula  will  result,  regardless  of  treatment.  When  an  abscess 
results  in  a  complete  fistula,  the  internal  opening  has  existed  from  the  beginning, 
although  it  is  not  patulous  because  of  the  swelling.  After  evacuation  of  the  pus  and 
subsidence  of  the  swelling  the  opening  is  readily  found. 

Dr.  John  L.  Jelks,  Memphis,  Tenn.:  In  1900,  at  Asheville,  I  described  an 
operation  something  like  this.  Until  that  time  50  per  cent  of  all  ischiorectal  abscesses 
resulted  in  fistula.  I  had  then  been  practicing  my  method  for  a  year  or  so.  As  the 
doctor  says,  unless  you  make  an  Incision  the  size  of  the  abscess  the  skin  will  close 
giving  you  a  bottle  effect,  so  any  operation  not  accomplishing  this  must  be  a  thing 
of  the  past.  The  only  proper  method  of  opening  an  abscess  about  the  rectum,  where- 
ever  it  be,  is  to  spread  the  incision,  making  the  abscess  itself  the  base  of  the  cone. 
Thereby  you  get  complete,  thorough  drainage  until  your  wound  has  healed  properly 
from  the  diseased  portion  up  to  the  healthy  portion. 

Dr.  Louis  J.  Hirschman,  Detroit,  Mich.:  I  believe  Dr.  Jelks  has  struck  the 
keynote  of  the  whole  proposition.  An  axiom  in  opening  abscesses  is:  make  the  external 
cutaneous  incision  wider  than  the  widest  part  of  the  abscess,  and  the  abscess  is  the 
apex  of  a  cone.  The  point  is  to  make  the  skin  incision  a  broad  incision.  I  am  very  much 
opposed  to  removing  any  more  healthy  tissue  than  is  absolutely  necessary  to  get 
results.  The  principle  of  drainage  is  observed,  and  if  the  external  incision  is  as  wide 
or  wider  than  the  widest  part  of  the  abscess,  and  if  the  after  care  is  followed  up,  and 
you  do  not  over-pack,  you  will  get  good  results.  I  think  the  incision  should  be  made 
radiating  from  the  anal  orifice,  never  across.  I  do  not  use  the  crucial  incision.  If 
you  make  the  skin  incision  wide  enough  the  case  will  get  along  ail  right. 

Dr.  Walter  A.  Fansler  (closing) :  I  have  said  that  early  incision  is  the  important 
thing  to  do  when  a  patient  presents  himself.  Even  though  there  is  no  swelling, 
redness  or  other  external  evidence  of  abscess  drainage  should  be  established  at  once. 
In  my  experience  I  have  not  been  able  to  make  a  simple  incision  and  keep  the  wound 
open  as  well  as  by  "scalping."  The  other  gentlemen  present  may  be  able  to  make  a 
simple  incision  and  keep  it  open  satisfactorily  but  I  cannot  do  it  as  well  that  way. 
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Dr.  Graham  brought  up  the  question  of  how  many  cases  1  had  seen  that  did  not 
have  an  internal  opening.  To  this  I  cannot  give  a  definite  reply  but  I  have  seen  a  con- 
siderable number  of  cases  that  have  healed  when  treated  as  a  simple  abscess  without 
cutting  the  sphincter  muscle.  I  never  cut  the  sphincter  in  the  presence  of  acute 
inflamation.  I  think  that  is  bad  surgery.  I  believe  that  where  there  is  a  fistula  present 
the  case  should  be  done  as  a  two  stage  operation. 

The  question  of  packing  was  brought  up.  It  is  agreed  I  think  that  if  you  pack  a 
fistula  at  all  it  should  be  lightly  and  only  to  hold  the  skin  incision  open. 

As  to  making  your  opening  near  the  anus — Dr.  McKenney  brought  that  out.  The 
reason  for  this  is  that  in  case  it  is  necessary  to  later  divide  the  sphincter  there  will  be 
but  a  very  small  bridge  of  tissue  to  cut  through. 
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A  METHOD  FOR  CHARTING  PROCTOLOGIC  CASES. 

Collier  F.  Martin,  M.  D. 
philadelphia,  pa. 

For  many  years  there  has  been  a  marked  tendency  to  apply  the 
method  of  graphic  representation  of  activities,  both  in  business  and  in 
professional  work. 

As  early  as  1879,  niy  father,  Robert  W.  Martin,  recognized  the  impor- 
tance of  this,  in  that  he  has  left  many  creditable  drawings  of  odd  rectal 
conditions.  In  addition,  he  devised  a  scheme  of  dividing  the  anal  region 
into  eight  segments  by  drawing  lines  through  the  center  of  the  anal  canal, 
at  right  angles,  and  bisecting  these  four  quadrants  by  additional  lines, 
thus  mapping  off  the  area  into  a  right,  right  anterior,  anterior,  left  anter- 
ior, left,  left  posterior,  posterior,  and  right  posterior  segments.  In  all  of 
his  histories  he  used  these  initials  to  signify  the  location  of  certain 
pathologies. 

In  1902,  the  same  diagram  was  used  by  the  writer,  to  locate  points 
used  in  injecting  into  internal  hemorrhoids,  crosses  being  made  upon 
these  lines,  with  the  date  of  injection  alongside.  In  this  way,  it  was 
possible  to  keep  track  of  the  number  of  injections  required  for  the  relief 
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of  the  patient.  The  same  diagram  was  used  in  1904,  in  a  paper  read 
before  this  Society'  upon  the  injection  treatment  of  hemorrhoids. 

In  1920,  our  fellow  member,  Ralph  W.  Jackson,  Fall  River,  Mass., 
brought  out  his  series  of  rubber  stamps.  At  the  time,  Dr.  Axtell,  in 
discussing  the  communication,  said,  "  I  should  move  that  Dr.  Jackson's 
rubber  stamps  be  accepted  as  a  standard,  with  the  understanding  that 
anyone  can  improve  on  them,  or  take  away  from  them." 

Dr.  Jackson  had  furnished  the  writer  with  a  set  of  these  stamps 
several  months  previously,  and  they  have  been  in  constant  use  ever 
since.  It  was  found  on  using  them  for  teaching  purposes  that  the  small 
circular  diagram,  which  is  designated  as  No.  i  in  his  article,  was  entirely 
too  small  to  record  lesions  without  some  confusion.  For  this  reason,  this 
particular  stamp  was  modified,  and  in  its  place  was  substituted  the  one 
which  is  being  shown  today. 

The  diagram  consists  of  three  concentric  circles,  the  outer  one, 
two  and  one-half  inches,  the  middle  one,  one  and  one-half  inches,  and 
the  inner  one,  five-eighths  of  an  inch  in  diameter.  The  radiating 
lines  have  been  eliminated  as  tending  to  confuse,  the  four  quadrants 
simply  being  designated  by  the  initials,  R,  A,  L  and  P,  meaning, 
right  anterior,  left  and  posterior,  placed  in  their  respective  positions. 
As  most  of  our  cases  are  examined  in  the  Sims'  position,  the  initial 
"R"  is  uppermost,  as  the  patient  is  lying  on  the  left  side. 

The  outer  circle  represents  the  cutaneous  border  of  the  anus;  the 
middle  circle,  the  anorectal  line;  and  the  line  formed  by  the  inner  circle 
represents  the  recto-sigmoidal  junction  or  recto-pelvic  junction.  In  a 
recent  modification  of  this  chart,  a  dotted  line  or  circle  has  been  added, 
just  internal  to  the  anorectal  line.  The  space  between  represents  the 
hemorrhoidal  area  of  the  rectum.  The  diagram  is  large  enough  to  give 
ample  space  between  the  lines  to  note  the  various  pathologic  lesions  in 
their  appropriate  areas  by  means  of  certain  arbitrary  signs.  We  have 
tried  to  make  the  signs  so  significant  that  they  are  easily  remembered 
by  the  student. 

At  the  present  time,  we  have  the  diagram  printed  on  our  history 
charts.  In  addition  to  this,  there  are  smaller  sheets  made  up  in  pads, 
which  we  call  "The  Visit  Record."  Upon  this  small  sheet  notes  can  be 
made  by  the  student  as  to  any  additional  pathology  or  special  treatment 
which  has  occurred  at  the  time  of  examination  or  treatment.  These 
sheets  are  returned  with  the  original  chart,  and  corrections  and  additions 
made  therefrom.  We  also  have  a  rubber  stamp  of  the  same  diagram,  so 
that  old  histories  which  lack  this  may  be  brought  up  to  date. 

Up  to  the  present  time,  we  have  used  the  Jackson  stamp  No.  2  for 
representing  incisions  and  scars  upon  the  perianal  region,  but  we  expect 
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to  have  a  larger  one  made  from  a  photograph  of  both  the  male  and 
female  perianal  region.  This  would  obviate  the  necessity  of  any  lettering 
whatever,  and  leave  the  entire  picture  free  for  graphic  notes. 

The  few  diagrams  which  we  show  you  are  representative  of  some  of 
the  cases  examined  in  dispensary  service.  It  must  be  remembered  that 
these  signs  are  purely  arbitrary,  and  there  is  no  reason  why  they  should 
not  be  modified  by  anyone  for  their  own  purposes;  but  this  chart  is 
brought  to  your  attention  because  it  is  beheved  that  it  will  fill  a  long 
felt  need. 

DISCUSSION. 

Dr.  Ralph  W.  Jackson,  Fall  River,  Mass.:  One  can  only  say  about  this  paper 
that  any  such  method  is  valuable,  it  will  simplify  your  record-keeping  and  will  enable 
you  to  see  at  a  glance  just  what  has  been  done  without  reading  over  a  lot  of  records. 
If  you  wish  to  use  only  one  diagram,  it  is  doubtless  simpler,  but  I  think  that  for 
myself  I  prefer  the  five  which  I  use,  and  which  I  described  in  my  paper  read  at 
Memphis.  Perhaps,  if,  like  Dr.  Martin,  I  were  instructing  students,  I  might  modify 
my  methods.  I  would  like  to  ask  him  what  symbol  he  uses  to  represent  malignancy. 

Dr.  Descum  C.  McKenney,  Buffalo,  N.  Y.:  As  the  American  Proctologic 
Society  we  ought  to  be  agreed  upon  nomenclature  and  upon  anatomy.  Someone 
speaks  about  the  muco  cutaneous  border  when  he  means  the  anal  margin,  and  some- 
one else  speaks  of  Hilton's  white  line  when  he  means  the  junction  of  the  rectum  and 
anal  canal.  Why  would  it  not  be  a  good  scheme  to  appoint  a  committee  to  get  up  a 
proctologic  dictionary?  At  any  rate,  get  together  all  those  things  upon  which  we  have 
misunderstandings  and  have  the  Society  approve  one  certain  term  and  use  it.  That 
could  come  very  well  from  a  Society  of  this  kind.  I  offer  that  as  a  suggestion,  Mr. 
President. 

The  President:  I  will  appoint  you  to  bring  all  these  facts  before  us  at  the  next 
meeting. 

Dh.  Collier  F.  Martin,  Philadelphia,  Pa.:  Dr.  Jackson  asks  how  I  mark  malig- 
nancy. An  outline  over  the  area  involved,  shaded  black  or  red,  may  be  used.  These 
markings  are  purely  arbitrary. 

Students  use  these  charts  to  note  down  wliat  they  see.  In  this  way  they  soon  be- 
come familiar  with  proctologic  topography. 

1  still  use  the  other  charts  of  Dr.  Jackson,  and  like  them. 


SOME  FACTORS  IN  THE  TREATMENT  OF  EXTENSIVE  ANO- 
RECTAL FISTULA. 

Louis  J.  Hirschman,  M.  D.,  F.  A.  C.  S. 

DETROIT,    MICH. 

It  is  to  the  proctologist  that  patients  eventually  come  with  fistulas 
of  the  anorectal  region  of  more  than  the  usual  extent.  While  it  is  true 
the  majority  of  cases  of  anorectal  fistula  consulting  us  for  treatment 
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are  of  the  simple,  direct  variety,  many  cases  of  this  type  are  also  treated 
by  general  practitioners  and  general  surgeons. 

Some  cases  of  anorectal  fistula  are  so  extensive  or  so  complicated 
as  to  tax  the  ingenuity  of  the  most  accomphshed  and  experienced 
proctologist.  Often  each  case  is  a  law  unto  itself,  and  the  methods  used 
in  its  treatment  might  not  be  apphcable  in  the  treatment  of  another. 
There  are,  however,  certain  general  hnes  of  procedure  which,  if  followed, 
will  greatly  assist  in  conquering  some  cases  of  extensive  fistula,  which 
might  at  first  sight  seem  rather  unpromising  and  hopeless  as  to  the 
ultimate  result. 

In  the  treatment  of  any  case  of  fistula,  the  first  requisite  is  the  definite 
knowledge  of  the  size,  extent  and  direction  of  the  fistula,  and  its  ramifica- 
tions and  openings.  If  other  organs  than  the  anus  and  rectum  are  involved, 
all  communicating  with  the  fistula,  this  evidence  is  of  prime  importance. 

The  injection  of  bismuth  paste  in  a  state  of  fluidity  through  the 
external  openings,  and  the  making  of  stereoscopic  x-ray  plates  is  the  most 
important  diagnostic  aid  we  have.  Ocular  inspection,  digital  examination, 
and  the  use  of  the  soft  silver  probe  are  indispensable  in  the  diagnosis  of 
anorectal  fistula,  but  portions  of  fistulous  tracts,  which  would  be  over- 
looked and  others  inaccessible  to  these  methods  of  examination,  are 
discovered  and  made  perfectly  clear  by  stereoscopic  roentgenology.  With 
these  evidences,  the  operation  can  be  definitely  planned  in  advance,  and 
unnecessary  surgical  procedures  or  possible  destruction  ot  important 
structures  prevented. 

The  use  of  bismuth  paste,  without  roentgenology  as  a  diagnostic 
agent,  is  of  great  importance  in  determining  the  location  of  internal 
openings  otherwise  undiscovered.  Often  the  communication  of  a  fistula 
with  a  Morgagnian  crypt  would  be  undiscovered  were  it  not  for  the 
appearance  of  the  bright  yellow  paste,  which  has  been  injected  through 
the  external  opening. 

It  is  true  that  various  colored  solutions,  such  as  methylene  blue, 
potassium  permanganate,  with  or  without  peroxide  of  hydrogen,  milk  of 
magnesia  and  silver  nitrate  have  all  been  used  successfully  for  this 
purpose.  The  advantage  of  bismuth  paste  over  these  is  the  fact  that  it 
acts  as  a  lubricant  for  the  passage  of  the  soft  silver  probe,  and  also  by  its 
bulk  fills  out  tracts  and  cavities  so  that  they  may  be  more  easily  palpated. 
The  paste  remains  in  these  areas  where  solutions  would  escape.  The 
bright  yellow  color  makes  a  sharp  contrast  against  flesh  color  or  blood. 
Little  side  tracts  are  made  evident  by  the  escape  of  the  bright  yellow 
bismuth,  which  otherwise  would  easily  be  overlooked. 

The  soft  silver  probe  is  made  from  annealed  suture  wire  with  fused 
ends.  These  probes  are  so  soft  and  yielding  that  it  is  impossible  to  force 
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a  false  passage  with  them.  They  serve  the  added  purpose  of  not  only 
locating  tracts  and  openings;  but,  when  the  distal  and  proximal  ends  of 
these  probes  are  twisted  upon  each  other,  they  make  excellent  tractors 
w  ith  which  to  excise  the  tracts. 

Another  very  important  use  of  the  soft  silver  probe  is  in  the  incision 
of  fistulous  tracts  with  a  very  high  internal  opening.  The  probe  is  passed 
up  through  the  bismuth  filled  tract,  and  the  end  grasped  by  long  forceps 
and  drawn  out  of  the  internal  opening  which  may  be  located  five  or  six 
inches  up  in  the  bowel.  This  end  may  be  drawn  down  and  twisted  on 
the  lower  end  and  left  in  situ  until  some  later  date  when  the  operation  is 
to  be  completed,  or  a  piece  of  steel  snare  wire  is  attached  to  the  probe 
and  i^draw  n  back  through  the  tract,  and  out  of  the  external  opening. 
The  tract  can  then  be  opened  from  top  to  bottom  by  cutting  with  the 
snare  wire  at  once,  or  the  snare  wire  may  be  allowed  to  remain  until 
some  future  time  if  deemed  advisable. 

In  extensive  fistulas  with  tracts  running  through  the  buttocks  in 
various  directions,  and  into  the  scrotum  or  vulva,  and  extending  up  to 
and  involving  the  inguinal  glands,  the  ingenuity  of  the  practologist  is 
sometimes  taxed  to  its  utmost.  Multiple-step  operations  are  here  advis- 
able. The  individual  case  w  ill  determine  the  location  and  extent  of  the 
first  step. 

We  always  aim  to  dispose  of  the  internal  portions  of  our  fistulous 
tracts  first.  Whether  the  fistula  originates  in  the  anus  or  rectum  makes 
no  difference.  We  endeavor  to  excise  rather  than  incise  when-ever  possible. 
We  avoid  cutting  the  sphincter  except  at  right  angles,  and  in  more  than 
one  place  during  each  step  of  the  operation. 

The  silver  wire  loop  or  silk  seton  is  frequently  employed  to  preserve 
sphincteric  contour,  and  in  some  cases  two  or  three  loops  are  used. 
Sometimes  silkworm  gut  is  used,  and  when  the  wound  is  healed  down  to 
the  silkworm  gut,  it  is  pulled  out,  and  the  tract  becomes  obliterated  in 
a  day  or  two. 

Where  there  are  many  tracts  and  openings  surrounding  the  anus,  we 
arbitrarily  divide  the  surrounding  area  into  quadrants,  corresponding  to 
anterio-posterior  and  lateral  lines  crossing  at  right  angles  with  the  anal 
aperture  as  the  center.  One  or  two  quadrants  are  operated  at  each  sitting. 
If  the  inguinal  glands  are  involved,  one  side  is  done  at  a  time. 

The  excision  of  diseased  tissue  is  to  be  preferred  w  henever  possible. 
Curetting  is  worse  than  useless.  If  there  are  a  number  of  external  open- 
ings in  the  circumscribed  area  of  skin,  it  is  sometimes  advisable  to  excise 
this  whole  area  rather  than  split  up  the  numerous  channels  individually. 

Fistulous  tract  are  not  firmly  packed  after  operation.  Gauze  soaked 
in  di-chloramine-T  solution  is  lightly  placed  in  each  tract,  and  this  solu- 
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tion  is  used  as  a  dressing  until  infection  is  entirely  removed.  The  dressings 
are  moistened  with  this  solution  every  four  hours  at  first,  and  later 
twice  daily. 

Healing  of  fistulous  wounds  has  been  greatly  expedited  by  this  treat- 
ment. If  the  patient  complains  of  much  pain,  there  is  no  objection,  even 
in  very  severe  and  extensive  cases,  to  his  being  put  in  a  hot  sitz  bath  for 
ten  or  fifteen  minutes.  The  wounds  are  dried  by  mopping  with  cotton, 
and  the  oily  di-chloramine-T  dressing  reapphed. 

After  the  wounds  are  freed  of  infection  and  bacterial  examination 
shows  them  practically  germ-free,  large  areas  may  be  covered  by  skin 
flaps  or  secondary  suture  occasionally  performed.  For  the  stimulation  of 
granulation  and  epithelialization,  5  per  cent  scarlet  red  ointment 
thinly  apphed  to  raw  surfaces,  but  not  to  the  skin,  is  of  the  greatest 
assistance  in  speeding  rapid  heahng. 

Fistula  patients  are  allowed  to  sit  up  and  to  walk  at  the  earhest 
occasion,  and  allowed  to  get  out  of  doors  as  soon  as  they  can  move 
about. 

Many  fistulas  communicating  with  the  bladder,  urethra,  and  often 
with  the  vagina,  are  of  such  a  serious  character  that  the  normal  bowel 
function  interferes  materially  with  all  attempts  at  repair.  In  these  cases 
a  successful  operative  result  can  usually  be  obtained  by  a  preliminary 
temporary  colostomy.  With  the  lower  portion  of  the  bowel  well  excluded 
by  these  means,  a  clean  operative  field  can  be  obtained  and  excellent 
results  follow. 

In  planning  any  operation  for  extensive  fistula,  it  is  well  to  bear  in 
mind  that  the  patient,  who  has  been  suffering  from  any  severe  or  pro- 
longed suppurative  condition,  is  not  nearly  as  good  an  operative  risk 
as  an  acute  case.  The  question  of  anesthesia  in  these  cases  is  very  impor- 
tant. Prolonged  etherization  is  bad  for  any  patient  suffering  from  chronic 
infection.  Where  general  anesthesia  is  imperative,  it  is  far  better  to  use 
gas  and  oxygen  following  a  prehminary  narcotic. 

In  performing  many  of  these  operations  in  several  stages,  they  can 
often  be  safely  and  satisfactorily  performed  under  sacral  or  local  anes- 
thesia; either  alone  or  combined  with  short  periods  of  gas-oxygen  anes- 
thesia. Where  general  anesthesia  is  not  employed,  patients  can  be  out 
of  bed  sooner,  and  can  partake  of  nourishment  earlier,  and  therefore 
start  on  the  road  to  recovery  several  days  ahead  of  cases  where  general 
anesthesia  is  employed. 

It  is  highly  important  that  the  proctologist,  who  operates  for  fistula, 
particularly  for  extensive  or  complicated  fistula,  personally  sees  to  the 
after-care  until  the  patient  is  discharged.  It  is  not  safe  nor  fair  to  himself 
or  the  patient  to  operate  on  such  a  case  and  allow  the  attending  physician 
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to  assume  the  responsibility  of  the  after-care.  Over  zealous  after-care  is 
often  as  harmful  as  neglected  after-care. 

The  question  of  retarding  granulation  in  one  part  of  a  wound  or  in 
certain  areas,  and  of  stimulating  granulations  in  another  area,  the  pre- 
vention of  inclusion  of  infected  areas  under  apparently  healthy  granula- 
tion tissue,  the  breaking  down  of  trabeculae  and  adhesions,  and  the 
encouragement  of  epithehalization,  are  all  of  extreme  importance,  and 
must  be  under  the  guidance  of  a  master  of  the  specialty. 

The  prevention  of  fecal  incontinence  must  always  be  foremost  in 
one's  mind.  The  greatest  reproach  to  rectal  surgery  is  the  misery  caused 
by  the  incontinence  which  follows  a  surgical  operation,  which  could 
have  been  prevented  by  proper  operative  methods  and  intelligent 
after-care. 

DISCUSSION. 

Dk.  Alfred  J.  Zobel,  San  Francisco,  Cal.:  Personally,  before  operating,  I  always 
inject  the  fistulous  tracts  with  a  saturated  solution  of  potassium  permanganate.  I 
first  spoke  of  this  method  at  the  1909  meeting  of  this  Society,  at  Atlantic  City.  The 
reasons  for  my  prefering  it  are  because  this  solution  causes  all  the  tracks  to  take  on  a 
deep  black  color,  thereby  making  it  easier  to  secure  their  entire  eradication,  and, 
because,  so  it  seems  to  me,  it  sterilizes  them  at  the  same  time.  However,  it  makes  no 
material  difference  what  solution  is  used  so  long  as  it.  enables  the  surgeon  to  do 
thorough  work. 

As  I  had  occasion  to  say,  in  the  discussion  on  a  paper  at  last  year's  meeting,  I  have 
seen  but  few  cases  of  fistula  where  the  internal  opening  was  high  up  in  the  rectum. 
The  great  majority  of  those  we  see  have  their  internal  opening  in  the  anal  canal, 
between  the  sphincters,  and  usually  in  the  posterior  quadrant. 

Dr.  Collier  F.  Martin,  Philadelphia,  Pa.:  Dr.  Hirschman's  papers  are  always 
accurate  and  follow  general  surgical  principles  so  well  that  there  is  not  much  to 
discuss  except  variations  from  normal.  The  majority  of  peri-rectal  infections  have  an 
internal  opening  at  the  anorectal  line,  whether  they  are  ischiorectal,  retro-rectal  or 
pelvic-rectal. 

In  extensive  suppurations,  even  where  the  internal  opening  is  found,  it  is  good 
surgery  to  preserve  the  sphincters;  simply  establishing  sufficient  drainage,  leaving 
the  inevitable  fistula  to  be  dealt  with  at  a  subsequent  operation.  If  this  is  done,  ample 
support  is  provided  so  that  at  a  secondary  operation  the  sphincter  fibers  do  not 
retract  as  they  do  when  divided  at  the  primary  operation. 

If  the  internal  opening  is  found  above  the  anorectal  line,  always  suspect  an 
involvement  of  the  pelvic-rectal  or  retro-rectal  spaces. 

Dr.  Ralph  W.  Jackson,  Fall  River,  Mass.:  I  treated  a  case  this  past  winter  which 
I  think  is  worth  detailing.  Some  of  the  men  here  have  seen  it  and  have  expressed  a 
good  deal  of  interest  in  it.  A  young  French-Canadian  from  New  Brunswick,  a  wood 
chopper  in  the  lumber  regions,  fell  about  three  years  ago  in  a  ragged  stump  with 
sharp  spikes  of  wood,  and  received  a  penetrating  wound  just  behind  the  anus.  A 
suppurative  process  immediately  developed  which  kept  on  continuously  in  spite  of 
five  operations  in  St.  Stephens,  New  Brunswick,  Bangor,  Maine,  and  Boston,  Mass., 
the  last  by  one  of  our  very  best  Boston  surgeons,  but  not  a  rectal  man.  Finally  a 
year  later  he  was  sent  down  for  me  to  see.  He  had  lost  weight,  had  a  temperature. 
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and  was  miserable.  I  examined  him  and  found  the  whole  posterior  commissure  of  the 
anus  destroj'ed  by  previous  operations.  As  far  as  I  could  see  at  first  it  was  healed,  but 
on  careful  examination  I  found  a  tinj^  opening  into  which  a  long  flexible  probe 
passed  five  inches  upward  in  front  of  the  scarum  before  it  found  a  point  beyond  which 
it  could  not  go.  I  injected  methj'lene  blue  and  peroxide  until  I  observed  the  fluid 
coming  down  in  the  rectum  from  above,  and  then,  by  careful  searching  with  the 
proctoscope,  I  found  a  small  funnel-shaped  opening  in  the  posterior  wall  of  the  rectum 
five  inches  above  the  anal  margin,  and  from  this  the  fluid  was  coming.  The  question 
was  how  to  incise,  and  there  was  no  possibility  of  doing  it  in  any  other  way  than  by  the 
seton  method.  When  passing  the  probe  from  below  it  was  totallj'  impossible  for  me  to 
get  it  out  through  this  upper  opening  for  it  stuck  somewhere.  Then  I  tried  to  reverse 
the  process,  and  pass  a  hooked  probe  through  a  proctoscope  into  the  upper  opening. 
I  enlarged  the  lower  one  to  admit  the  passage  of  a  pair  of  forceps  and  endeavored  to 
pull  the  probe  down  through  the  fistula.  It  was  one  of  the  most  difficult  things  I  have 
ever  attempted  to  do,  but  I  eventually  succeeded  in  pulling  the  probe  through  followed 
by  a  tape  threaded  into  its  eye,  and  with  this  finally  pulled  a  flexible  silver  wire 
through.  The  wire  was  then  twisted,  a  little  more  being  done  each  time  he  came  to  the 
clinic  until,  after  two  or  three  weeks,  it  cut  its  way  out.  The  tissues  which  had  to  be 
cut  through  were  at  least  three-quarters  of  an  inch  thick  and  three  and  one-half  to  four 
inches  longitudinally,  but  no  severe  hemorrhage  resulted  from  the  pressure  necrosis. 
The  result,  was  a  wide,  deep  sulcus  in  the  posterior  wall  of  the  rectum,  which  has 
healed  perfectly,  and  the  patient  has  gained  approximately  30  lbs.,  and  his  septic 
condition  has  entirely  disappeared.  He  is  a  new  man,  and  has  gone  back  to  his  wood 
chopping.  The  process  was  a  posterior  proctotomy  with  a  wire  seton,  and  illustrated 
the  value  of  the  method  which  Dr.  Pennington  has  always  advocated. 

Dr.  John  L.  Jelks,  Memphis,  Tenn.:  Why  should  we  wait?  Take  an  old  man  of 
sixty  or  seventy  years,  or  a  case  that  is  not  a  subject  for  three  or  four  operations,  or 
many  other  conditions  that  might  come  up,  why  should  we  perform  three  or  four  opera- 
tions on  that  case?  I  do  not  care  how  extensive  it  is,  I  have  never  seen  a  fistula  in  all 
my  experience — and  I  have  been  doing  this  work  about  as  long  as  any  of  the  old  men 
here — that  I  did  not  operate  thoroughly  the  first  time.  I  operated  one  that  was  so 
extensive  that  I  got  a  little  above  where  I  wanted  to  go.  The  intestines  came 
down  and  I  had  to  close  the  pelvis;  but  that  man  made  a  nice  recovery.  There 
was  a  focal  infection  in  his  case.  He  had  been  operated  three  or  four  times,  but  he 
had  a  superior  pelvic-rectal  abscess  that  would  never  get  well  unless  I  did  operate 
it  properly,  that  is,  open  from  above.  They  will  not  get  well  if  you  operate  and 
leave  the  fistula.  I  admit  that  in  some  of  these  cases  Dr.  Pennington's  pro- 
cedure might  do  good,  but  when  possible  I  want  to  operate  on  the  fistula  and  get 
the  patient  well. 

As  to  bismuth,  I  have  had  some  peculiar  experiences.  Sometimes  the  bismuth 
would  go  where  I  wanted  it,  and  sometimes  it  would  not.  Sometimes  the  bismuth  paste 
was  too  thin  or  for  some  reason  it  would  not  fill  up  the  tracts,  and  in  other  cases 
where  I  had  large  pus  pockets  I  hardly  knew  what  was  coming  out — it  was  as  much 
trouble  to  get  rid  of  the  bismuth  as  the  fistula.  Therefore  I  am  partial  to  methylene 
blue  or  permanganate  of  potash.  I  want  something  that  will  stain  these  tracts  and 
then  not  use  too  much  pressure.  Some  have  used  peroxide  of  hydrogen,  but  that  is 
dangerous.  All  you  want  is  slight  pressure  and  something  that  will  flow  under  moder- 
ate pressure,  and  then  you  can  fill  the  tracts  and  dissect  the  fistula.  Do  not  cut  the 
fistula,  but  dissect  it  out  and  get  rid  of  the  diseased  tissue.  I  do  not  care  how  extensive 
it  is  if  you  get  rid  of  the  diseased  tissue  the  case  will  get  well  much  quicker  than  if 
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you  make  a  plain  Incision.  In  fact,  I  do  not  believe  it  will  get  well  unless  you  do  excise 
that  tissue. 

Dr.  J.  Rawson  Pennington,  Ciiicago,  III.:  Let  me  urge  a  word  of  caution  about 
laying  fistula  wide  open.  Whether  a  fistula  should  be  laid  wide  open  depends  upon  the 
cause,  the  anatomical  position  of  the  internal  opening,  the  relation  of  the  fistulous 
tract  to  the  anal  canal — whether  located  anteriorly,  posteriorly,  or  laterally — and 
the  tissues  or  tunics  lying  between  the  fistulous  tract  and  the  bowel.  If  a  rectal  fistula 
with  the  internal  opening  in  the  ampulla,  and  the  sphincters  and  levators  ani 
occupying  a  position  between  the  fistulous  tract  and  the  bowel,  is  laid  wide  open  it 
will  surely  be  followed  by  fecal  incontinence.  Especially  is  this  true  if  it  should  involve 
the  perineal  region. 

Dr.  Hirschman  suggested  a  colostomy  in  rectovesical  fistula.  Why  not  open  the 
bladder  and  drain  it  as  well  as  the  rectum?  In  recto-labial  fistula  the  best  procedure, 
it  seems  to  me,  is  either  to  dissect  out  the  tract  and  close  with  immediate  suture  or  to 
use  my  seton  method  of  operating. 

Dr.  Louis  J.  Hirschman  (closing):  As  far  as  the  use  of  bismuth  paste  is  concerned, 
which  Dr.  Jelks  mentioned,  I  think  if  there  is  any  one  thing  that  has  helped  us  in 
finding  the  tracts  that  were  unsuspected,  the  injection  of  bismuth  paste  and  the  use 
of  the  stereoscopic  x-ray  have  certainly  given  us  that  information.  But  there  is  one 
point  we  must  remember  when  we  use  bismuth  paste,  and  that  is  to  have  it  warm 
enough  so  it  will  be  in  a  state  of  fluidity.  Then  it  will  go  into  every  tract.  If  you  inject 
it  slowly  and  without  undue  pressure  it  will  go  into  nothing  but  the  tracts.  The  fact 
that  bismuth  after  it  remains  in  the  tissues  a  little  while  tends  to  thicken  is  very 
valuable,  because  you  can  often  outline  tracts  that  you  would  otherwise  miss.  While 
the  bismuth  is  still  fluid  you  can  pass  this  soft  silver  probe.  I  found  that  out  by  acci- 
dent. I  was  trying  to  pass  a  probe  through  a  fistulous  tract  and  could  not;  then  I 
injected  bismuth  and  tried  it  once  more,  and  my  probe  went  through  with  ease.  Since 
then  I  have  used  it  as  a  lubricant. 

In  these  occasional  cases  of  abscess  which  rupture  high  up,  such  as  Dr.  Jackson 
mentioned,  I  find  the  use  of  bismuth  with  silver  wire  is  very  valuable.  I  use  snare 
wire  because  sometimes  the  silver  wire  would  break  and  I  would  have  my  work  to  do 
over  again.  Sometimes  where  you  have  an  abscess  in  the  ischiorectal  space,  or  some- 
times small  sinuses,  a  small  new  rubber  catheter  will  do  very  nicely.  It  must  be  sterile 
and  not  too  soft.  The  round  end  of  that  will  often  find  a  way  so  you  can  put  forceps 
through  the  opening  and  grasp  the  rubber  catheter  and  draw  it  out. 

As  to  doing  a  colostomy,  I  think  that  is  valuable  in  complicated  fistula.  It  is  not 
only  the  urine  but  the  gass  also  that  bothers  in  these  cases. 

The  only  thing  I  plead  for  is  not  to  do  the  whole  job  at  once  at  the  risk  of  over- 
doing the  thing  and  damaging  the  patient.  I  believe  it  is  far  better,  even  if  the  patient 
is  old,  to  do  it  by  steps  and  take  a  little  longer  and  have  a  living  and  well  patient 
than  to  jeopardize  him  by  a  surgical  operation  which  may  run  into  two  hours,  lessen- 
ing his  resistance  by  too  much  surgery  and  too  much  anesthesia  at  one  time. 
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ELECTROLYSIS  AND  ULTRAVIOLET  RAYS  IN  THE  TREAT- 
MENT OF  CERTAIN  RECTAL  AFFECTIONS. 

Harold  E.  Dunne,  M.  D. 
washington,  d.  c. 

There  are  three  things  that  I  should  hke  to  offer  to  this  Society  for 
consideration,  even  though  some  of  the  subject  matter  may  have  been 
presented  before. 

The  electrolytic  decomposition  of  stricture  of  the  rectum. 

The  cataphoretic  obliteration  of  internal  hemorrhoids  with  copper 
and  mercury  ions. 

The  quartz  compression  method  of  treating  pruritus  ani  with  ultra- 
violet rays. 

The  treatment  of  stricture  and  hemorrhoids  with  the  constant 
(galvanic)  current  is  not  new.  The  most  notable  contributions  on  the 
subject  are  from  such  men  as  Newman  and  Massy.  However,  I  believe 
I  have  perfected  certain  points  in  technique  which  increase  the  practical 
value  of  these  methods. 

The  fibrous  inflammatory  stricture  is  the  most  suitable  for  treatment 
by  this  method.  In  recent  strictures  resulting  from  operative  procedures 
it  is  of  great  value,  causing  a  complete  melting  away  of  cicatricial 
structures. 

The  necessary'  apparatus  is  as  follows:  a  source  of  direct,  continuous 
(galvanic)  current  of  50  to  no  volts;  a  suitable  milliampere  meter 
and  rheostat,  conducting  cords,  a  set  of  electrodes,  a  dispersing  pad  to 
be  used  as  the  indifferent  electrode,  consisting  of  some  non-metallic 
absorbent  material,  such  as  a  number  of  thicknesses  of  gauze;  a  metallic 
plate  somewhat  smaller  than  the  pad,  and  the  necessary  connections. 
There  are  some  asbestos  pads  of  various  size  on  the  market  that  are 
very  satisfactory.  These  are  to  be  used  as  the  indifferent  electrode.  The 
patient  is  placed  in  the  left  lateral  position,  the  pad  moistened  and 
applied  to  the  abdomen  with  a  metal  plate  on  top  ofthe  pad,  which  in  turn 
is  covered  by  a  piece  of  rubber  sheeting.  The  necessary  connections  are 
made,  and  the  whole  thing  is  held  in  position  by  the  patient  with  a  steady 
even  pressure.  Care  is  taken  that  the  metallic  plate  does  not  come  in 
contact  with  the  skin,  or  a  burn  will  result.  If  the  stricture  is  low  down, 
a  suitable  electrode  is  selected,  a  little  larger  than  will  pass  through  the 
opening  of  the  stricture.  The  electrode  is  lubricated  with  a  non-oily 
lubricant  and  passed  up  to  the  stricture.  The  abdominal  pad  should  be 
the  positive  pole,  the  active  electrode  in  the  rectum  the  negative  pole. 
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Let  us  consider  for  a  moment  the  attributes  of  the  negative  pole,  and 
we  shall  see  how  admirably  suited  it  is  for  the  decomposition  of  cica- 
tricial tissue.  It  is  alkahne,  stimulating,  liquefying  and  dilating  in  its 
effect.  It  also  produces  hydrogen  gas.  The  electrode  being  in  place,  the 
current  is  now  slowly  turned  on  until  10  or  15  milliamperes  are  registered 
on  the  meter.  The  slightest  pain  indicates  too  much  current  and  a 
cauterizing  effect  is  being  produced,  which  will  irritate  and  may  even 
produce  a  greater  contraction.  A  mild  current  of  10  to  15  milliamperes 
for  eight,  ten  or  fifteen  minutes  is  all  sufficient.  This  is  followed  to 
advantage  by  a  few  minutes  of  a  faradic  current  with  a  large  number  of 
turns  in  the  secondary  winding  of  the  induction  coil  for  the  sedative 
and  anesthetic  effect.  If  the  stricture  is  higher  up,  a  speculum  is  first 
introduced  and  the  electrode  applied  under  direct  vision. 

The  polarity  must  always  be  ascertained  prior  to  the  application 
of  the  current.  This  can  be  done  in  many  ways.  If  both  electrodes  or 
terminals  of  conducting  cords  are  placed  in  water  some  few  inches  apart 
and  the  current  turned  on,  bubbles  of  gas  appear  in  the  process  of 
decomposition  of  the  water,  in  the  proportion  of  two  molecules  of  hydro- 
gen to  one  of  oxygen.  Therefore  the  pole  evolving  the  greatest  amount 
of  gas  is  the  negative  pole.  A  quick  practical  way  is  to  turn  on  a  mild 
current,  moisten  the  tips  of  the  first  and  second  fingers  of  one  hand  and 
"feel  for  it,"  as  the  electricians  say.  In  a  few  seconds  a  sharp,  stinging 
sensation  is  felt  at  the  negative  terminal. 

The  intervals  of  treatment  should  be  from  four  to  six  days.  The  size 
of  the  electrodes  that  will  pass  will  be  found  to  gradually  increase,  owing 
to  the  absorption  process  taking  place,  until  full  caliber  is  reached  and 
all  signs  of  cicatricial  tissue  have  been  absorbed.  This  can  be  accom- 
plished in  the  great  majority  of  cases. 

To  illustrate  the  action  of  the  positive  and  negative  poles:  Take 
a  piece  of  raw  meat  and  insert  two  metallic  electrodes  well  into  the  meat 
a  few  inches  apart,  now  turn  on  the  current  for  fifteen  to  thirty  minutes, 
and  after  disconnecting  the  conducting  cords  carefully  cut  down  on  the 
electrodes.  The  positive  pole  electrode  will  be  found  tightly  adherent 
and  the  tissues  surrounding  blanched  and  dehydrated.  If  the  electrode 
was  of  copper  a  light  green  stain  will  extend  into  the  meat  in  all  direc- 
tions, showing  the  migration  of  the  copper  ions  in  the  form  of  the  oxy- 
chloride  of  that  metal.  At  the  negative  pole  there  is  a  marked  difference. 
The  electrode  is  loose,  movable,  and  there  is  a  slightly  larger  cavity  in 
the  meat  than  the  electrode  originally  made.  The  tissues  are  moist,  even 
wet,  and  bubbles  of  hydrogen  gas  can  be  seen.  This  illustration  will 
show  the  very  marked  effects  of  polar  action  upon  organic  tissues.  The 
decomposition  and  dilatation  of  fibrous  inflammatory  stricture  with 
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ultimate  absorption  is  a  positive  fact  and  is  not  to  be  confounded  with 
the  well-known  effects  of  progressive  gradual  dilatation  with  bougies  or 
sounds. 

The  cataphoretic  obhteration  of  internal  hemorrhoids  with  copper  and 
mercury  ions  is  another  interesting  phase  of  electrolysis.  This  method  diff- 
ers from  the  galvano-point  method  of  Kelsey,  inasmuch  as  there  is  less 
irritability  produced,  less  danger  of  hemorrhage,  and  no  scar  tissue  form- 
ation with  the  cataphoretic  method;  which  cannot  be  said  for  the  cautery. 

My  technique  differs  from  others  in  this  respect.  I  use  an  amalga- 
mated copper-plated  steel  needle.  The  steel  needle  gives  rigidity  and 
sharpness  of  point;  the  copper-plating  and  amalgamation  with  mercury 
are  equivalent  to  an  electrode  of  these  two  metals.  By  the  use  of  a  guy  of 
adhesive  plaster  to  steady  the  fine  wire  leading  to  the  needle,  no  assistant 
is  required.  One  hand  of  the  operator  holds  the  speculum,  the  other 
being  used  to  regulate  the  current.  The  same  abdominal  pad  is  applied 
as  in  the  treatment  of  stricture,  with  the  exception  that  the  indifferent 
or  dispersing  electrode,  which  is  the  pad  in  this  instance,  is  the  negative 
pole.  The  needle  should  be  positive.  The  needle  is  given  a  coat  of  shellac 
or  sealing  wax  for  insulation  purposes,  leaving  one  quarter  to  three- 
eighths  of  an  inch  of  the  point  and  eye  free.  A  tubular  speculum  is  inserted, 
the  hemorrhoid  exposed,  the  surface  is  thoroughly  swabbed  with  Lysol 
solution  and  dried  with  cotton  applicators.  The  needle  is  then  inserted 
into  the  upper  third  of  the  hemorrhoid  sufficiently  deep  so  that  a  portion 
of  the  insulated  part  of  the  needle  also  passes  into  the  hemorrhoid  as 
well  as  the  uninsulated  point.  The  current  is  now  slowly  turned  on  until 
the  meter  registers  4,  6,  8  or  lo  milliamperes,  depending  on  the  toleration 
of  the  patient.  The  duration  of  the  treatment  varies  from  eight  to 
twelve  minutes.  The  hemorrhoid  assumes  a  blanched  or  pale  appearance 
under  treatment,  and  there  is  considerable  swelling  and  engorgement. 
The  patient  experiences  a  slight  stinging  or  burning  sensation  at  the 
time  of  treatment,  which  can  be  considerably  modified  by  a  prelimi- 
nary injection  of  local  anesthetic,  or  by  placing  a  tampon  of  cotton 
saturated  with  local  anesthetic  in  the  rectum  for  five  minutes  before 
the  contemplated  administration.  At  the  termination  of  the  treatment 
the  needle  will  be  found  adherent.  Do  not  pull  it  out,  but  turn  off  the 
current  slowly,  change  the  polarity  of  the  current  making  the  needle 
now  negative  and  turn  on  only  one  or  two  milliamperes;  in  a  few 
seconds  the  needle  will  let  go  under  very  gentle  traction. 

The  after  discomfort  is  not  great.  Some  simple  antiseptic  and  anesthe- 
tic ointment  or  suppository  is  usually  required.  One  application  is  usually 
sufficient  for  each  hemorrhoid  if  sufficient  current  is  used.  Sometimes  it 
is  necessary  to  give  a  hemorrhoid  a  second  treatment.  Only  one  hemor- 
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^  rhoid  is  treated  at  a  time  and  the  application  may  be  given  every  three 

to  six  days  according  to  conditions. 

Now  what  is  accomplished  by  this  method?  What  is  the  modus  oper- 
andi? There  is  a  combination  of  effects  resulting.  The  germicidal  and 
astringent  action  of  copper  and  mercury  ions  in  the  form  of  the  oxy- 
chloride  of  these  metals;  the  vasomotor  constricting,  dehydrating,  coagu- 
lating, hardening  effects  of  the  positive  pole,  combined  with  the  pressure 
exudate  which  soon  follows  due  to  the  local  irritation.  This  combined 
process  results  in  an  obliteration  of  so  much  of  the  blood  supply  as  to 
cause  atrophy,  absorption  and  disappearance  of  the  tumor  without 
slough,  infection  or  other  complications. 

Strict  antiseptic  and  aseptic  precautions  are  followed,  and  I  have  yet 
to  see  any  unfavorable  results.  After  a  brief  rest  the  patients  may  resume 
their  daily  vocations  without  further  interruptions.  Owing  to  tight  or 
hypertrophied  sphincters  a  certain  percentage  of  cases  may  require  a 
preliminary  dilatation  under  nitrous-oxide  gas.  This,  of  course,  takes  only 
a  few  minutes,  can  be  done  in  the  office,  and  causes  the  patient  little  or 
no  inconvenience. 

In  comparison  with  the  injection  method,  electrolysis  has  some 
advantages  and  some  disadvantages.  While  the  effects  are  often  more 
pronounced  and  require  less  repetition  than  the  injection  treatment,  the 
technique  is  more  tedious  and  the  after  effects  are  greater,  i.  e.,  more 
stinging  or  burning  or  discomfort.  The  technique  is  similar  in  both 
methods  in  the  manner  of  needle  insertion. 

The  use  of  negative  galvanism  for  the  disintegration,  dilatation  and 
liquefaction  of  organic  stricture  and  the  use  of  positive  galvanism  for 
the  hardening,  dehydrating,  contracting,  coagulating  effects  in  the  oblit- 
eration of  vascular  growths,  such  as  non-fibrous  internal  hemorrhoids, 
is  a  very  good  illustration  of  the  extreme  opposite  effects  of  the  two  poles 
of  the  galvanic,  direct  or  continuous  electric  current. 

If  the  physician's  office  is  in  the  alternating  current  district  and  he  is 
using  a  motor  transformer  to  furnish  the  direct  current,  a  refinement  of 
technique  is  as  follows:  Instead  of  using  the  full  voltage  of  no  with  high 
resistance  in  the  circuit,  cut  out  all  resistance  with  the  rheostat,  making 
the  resistance  of  the  patient  the  only  resistance  in  the  external  circuit. 
Have  the  pad  and  needle  in  position  and  the  circuit  closed,  then  start 
the  motor  very  gradually  and  get  direct  reading  of  milliamperes  on  the 
meter,  use  just  enough  speed  to  get  the  required  amount  of  current.  In 
this  way  there  is  no  surplus  voltage,  the  voltage  being  just  sufficient  to 
overcome  the  resistance  in  the  circuit  for  the  exact  amount  of  current. 
The  advantage  consists  of  the  current  being  painless,  and  I  believe  the 
results  are  better. 
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In  all  applications  of  the  galvanic  current  I  believe  tlie  ideal  method  is 
to  use  just  the  voltage  to  get  the  required  amount  of  current,  only  that 
and  no  more.  Theoretically  ten  milliamperes  are  ten  milliamperes, 
regardless  of  the  voltage,  which  may  be  50,  no  or  more.  Practically,  this 
is  not  so,  the  more  voltage  the  greater  the  pain,  in  fact  the  patient  can 
tolerate  much  less  current  at  high  voltage  than  at  low  voltage.  This  tech- 
nique I  have  designated  as  the  method  of  neutralization,  that  is,  just 
sufficient  voltage  to  neutralize  the  resistance  in  a  given  electrotherapeu- 
tical  circuit  and  maintain  the  desired  amount  of  current  or  milliamperes, 
without  surplus  pressure  or  electromotive  force. 

Mild  grades  of  prolapsus  can  also  be  successfully  treated  by  this 
method.  The  technique  is  similar  to  the  treatment  of  hemorrhoids,  with 
the  exception  that  the  needle  is  inserted  into  the  redundant  tissue  instead 
of  the  pile. 

The  electrolytic  method  is  limited,  of  course,  to  that  class  of  patients 
requiring  or  demanding  non-operative  methods,  and  in  no  way  takes 
the  place  of  the  recognized  surgical  procedures  when  necessary  or  more 
desirable. 

Ultraviolet  rays  are  the  invisible  vibrations  above  the  violet  in  the 
solar  spectrum.  Evidence  has  come  from  many  sources  to  prove  the 
positive  germicidal  action  of  these  rays.  They  have,  by  the  way,  a  greater 
effect  on  cocci  than  upon  bacilli.  Ultraviolet  rays  are  the  rays  in  sunlight 
that  produce  sunburn  and  tanning  of  the  skin.  Artificially,  ultraviolet 
rays  are  produced  by  the  electric  spark  and  arc.  It  remained  for  Cooper 
Hewett  to  produce  the  well-known  mercury  vapor  arc  lamp  which  pro- 
duces ultraviolet  raj's  of  greater  strength  and  shorter  wave  length  than 
in  the  sunlight  itself. 

Finsin  proved  the  bactericidal  action  of  these  rays  in  the  treatment  of 
Lupus.  I  believe  Kromayer  was  the  first  to  enclose  the  mercury  vapor 
arc  in  quartz  thereby  greatly  increasing  the  availability  and  penetration 
of  these  rays,  as  quartz  is  almost  completely  transparent  to  ultraviolet 
rays.  Kromayer  also  adopted  the  water-cooled  burner  in  order  to  do  away 
with  the  intense  heat  generated  by  the  electric  arc.  Ultraviolet  rays 
cannot  pass  through  ordinary  glass — almost  any  substance  will  stop 
them.  A  sheet  of  black  paper  is  sufficient  to  protect  surrounding  healthy 
parts  during  treatment. 

In  a  personal  communication  to  Plank,  of  Chicago,  J.  J.  Moore, 
pathologist,  University  of  Illinois,  is  quoted  as  follows: 

"Fresh  bacteria  in  emulsions  of  normal  salt  solution  or  water  when 
exposed  to  the  carbon  arc  at  a  distance  of  three  feet  were  not  killed 
in  fifteen  minutes.  In  similar  preparations  of  same  strains  of  bacteria 
exposed  twenty  inches  from  the  quartz  mercury  vapor  lamp,  the  live 
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organisms  were  markedly  diminished  in  five  minutes  and  practically 
all  destro\'ed  in  from  fifteen  to  twenty  minutes.  The  same  organisms 
when  prepared  in  emulsions  of  beef-broth  and  peptone  water  solutions 
were  apparently  but  little  affected  after  exposure  of  thirty  to  sixty 
minutes.  Some  substance  in  these  solutions  appeared  to  protect  the 
bacteria  from  the  lethal  rays.  The  bacteria  employed  in  the  experi- 
ment were  the  bacillus  prodigiosus,  bacillus  coli  communes,  bacillus 
cloaca,  streptococcus  hemolyticus,  and  the  staphlococcus  viridans,  and 
staphlococcus  pyogenes  aureus.  The  rays  of  the  quartz  mercury  vapor 
lamp  have  a  greater  bacteriacidal  effect  upon  the  cocci  than  upon  the 
bacilli." 

As  you  will  note,  then,  it  is  positively  known  that  the  ultra-violet 
rays  will  kill  streptococci. 

Walker  and  Pryor,  in  the  American  Journal  of  Public  Health,  August, 
1921,  reported  that  water  treated  by  ultra-violet  rays  possessed  bacteria- 
cidal action  after  the  water  had  passed  beyond  the  range  of  the  direct 
rays  of  the  lamp.  The  quartz  mercury  vapor  as  used  in  commercial 
sterilizers  was  used  in  the  test.  Samples  of  filtered  and  of  filtered  steri- 
lized water  were  taken  from  two  different  purification  plants  and  counts 
on  ordinary  water  agars  showed  that  with  a  para-typhoid  B.  bacilli  or  a 
resistant  spore  bearing  organism  in  the  filtered  water  the  count  increased 
in  the  one  and  two  hour  counts,  while  only  about  6  per  cent  survived 
exposure  to  the  treated  water,  and  these  tended  to  die  out  rather  than 
multiply. 

In  recent  years  a  number  of  physicians  in  different  parts  of  the  coun- 
try have  been  treating  various  skin  diseases  successfully  with  ultra- 
violet rays.  Pitcher,  of  Haverhill,  Mass.,  has  reported  23  cases  of 
pruritus  ani  successfully  treated.  Personally,  I  have  only  used  ultra- 
violet rays  in  the  treatment  of  pruritus  ani  during  the  past  nine  months, 
and  I  therefore  offer  this  portion  of  my  paper  as  an  advanced  or  prelim- 
inary report.  My  work  at  the  present  time  being  limited  to  private 
patients,  I  can  only  report  19  cases.  Twelve  of  these  cases  have  been 
free  from  itching  for  two  to  six  months.  Seven  cases  are  still  under 
treatment  and  all  show  improvement.  My  experience  is  too  short  to  draw 
final  conclusions,  but  the  results  have  been  so  striking  and  so  uniformly 
satisfactory  that  I  feel  justified  in  saying  that  the  method  holds  great 
promise. 

All  that  I  have  heard  and  read  on  this  subject  has  to  do  with  trcat- 
jnents  by  surface  exposure.  It  occurred  to  me  that  the  quartz  com- 
pression method  as  applied  on  some  other  regions  would  be  effective  in 
the  treatment  of  pruritus  ani.  A  local  dehsematization  of  tissues  is  pro- 
duced, which  causes  penetration  into  the  deeper  tissues  and  prevents 
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the  rays  from  being  absorbed  by  the  surface  circulation.  BeHeving,  as 
we  do,  that  the  streptococcus  fecahs  of  Murry  at  times  is  deeply  buried 
in  the  subcutaneous  tissues  of  the  anal  region,  the  compression  treat- 
ment would  seem  to  be  the  logical  thing. 

The  compression  method  is  most  valuable  in  very  severe  cases,  where 
the  perianal  skin  is  much  thickened  and  macerated.  Again,  it 
is  invaluable  in  certain  areas  that  resist  treatment  and  require 
deeper  penetration. 

My  radiation  technique  is  as  follows:  The  parts  should  be  thor- 
oughly cleansed  with  soap  and  water,  followed  by  alcohol  or  ether, 
remove  all  discharges,  crusts,  hair,  etc.  Hairs  cast  minute  shadows  and 
are  apt  to  jeopardize  the  success  of  the  treatment.  Attach  the  large  size 
sharp  locahzer,  start  water  running  and  hght  lamp,  give  it  a  httle  time 
to  build  up  to  full  intensity.  I  usually  start  a  case  with  the  second  button 
of  the  rheostat  and  give  two  or  three  minutes  for  first  exposure,  and  on 
successive  days,  or  every  other  day,  repeat  these  treatments,  gradually 
increasing  the  strength  and  duration  of  the  treatment.  When  the  burning 
or  irritation  point  is  reached  I  give  this  maximum  dose  and  allow  all 
traces  of  the  action  to  disappear  before  repetition,  which  usually  takes 
three  to  five  days.  During  this  interval  the  patient  keeps  the  part  clean 
and  applies  an  ointment  of  zinc  oxide  in  vaseline,  if  required.  From 
8  to  15  treatments  are  necessary  to  effect  a  complete  cessation  of  all 
itching. 

From  the  results  of  my  experience  I  have  deduced  a  few  practical 
working  rules  for  treatment  and  a  few  conclusions  in  regard  to  the  various 
phases  and  manifestations  of  pruritus  ani — itching  of  the  anus. 

The  first  five  of  these  rules  were  formulated  by  me  after  reading 
Dr.  Murray's  first  article  on  pruritus  ani  a  number  of  years  ago.  The 
sixth  or  last  deduction  is  of  recent  origin. 

First.  When  the  itching  persists  after  the  removal  of  all  patho- 
logical demonstrable  causes  it  undoubtedly  continues  by  reason  of  the 
low  grade  inflammatory  condition  of  the  perianal  skin  and  subcutaneous 
tissues  depending  upon  the  streptococcus  fecalis  of  Murray,  or  other 
infecting  organism  with  the  possible  exception  of  the  rare  constitutional 
or  anaphylactic  variet3\ 

Second.  Those  cases  that  apparently  have  no  pathological  causative 
evidence  and  resist  the  usual  topical  applications  are  undoubtedly 
dependent  on  the  streptococcus  fecalis,  or  other  infecting  organism. 

Third.  Cases  that  do  not  have  this  secondary  low  grade  chronic 
involvement  of  the  skin  are  usually  quickly  cured  by  the  removal  of  the 
causative  pathology,  when  present. 

Fourth.     The  secondarv  involvement  of  the  skin  and  subcutaneous 
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tissues  is  undoubtedly  an  infective  inoculation  caused  by  scratching  and 
the  consequent  excoriations  and  absorption. 

Fifth.  Those  cases  of  simple  itching  without  pathology,  requiring 
no  operative  interference  and  without  an  infected  skin,  quickly  respond 
to  the  indicated  topical  applications. 

Sixth.  It  would  seem  from  the  results  of  my  observations  and 
experience,  that  in  uncompHcated  pruritus  ani,  ultraviolet  rays  are  a 
positive  and  effective  agent.  In  cases  complicated  by  other  pathological 
conditions,  such  as  proctitis,  cryptitis,  with  or  without  sinus  formations, 
ulceration,  superabundant  skin  folds,  multiple  fissures,  etc.,  after  the 
removal  of  such  causative  conditions  the  ultraviolet  rays  will  then 
remove  the  symptom  of  itching,  whether  dependent  upon  a  low  grade 
infection  of  the  skin  and  subcutaneous  tissues,  or  not. 

In  inoperable  cases  of  malignancy  of  the  rectum  the  ultraviolet 
rays  are  of  considerable  help.  They  lessen  discharges,  reduce  odor,  re- 
lieve pain  to  some  extent,  stop  surface  necrosis,  and  heal  ulceration. 
The  proper  application  of  these  rays  will  often  clean  out  and  detach 
all  soft  broken  down  tissues,  leaving  the  part  firmer,  harder  to  the  touch 
and  more  resistant.  In  some  cases  I  am  convinced  there  was  a  retardation 
of  the  growth.  I  can  positively  state  from  the  results  of  my  own  cases  that 
ultraviolet  rays,  intravenous  injections  of  iron  and  arsenic,  and  vege- 
tarian diet  will  prolong  life  in  these  hopeless  cases  of  inoperable  cancer. 

I  had  intended  closing  this  paper  here,  but  since  writing  it  have 
noticed  the  omission  of  a  few  points  of  detail  and  technique  which  I  wish 
to  add.  The  electrodes  used  in  the  decomposition  of  stricture  consist  of 
a  graduated  set  of  nickel-plated  steel  sounds  on  insulated  shanks.  In 
the  ionization  of  hemorrhoids,  a  Bakelite  or  hard  rubber  tubular  specu- 
lum is  used,  a  Blake  entomological  pinning  forceps  for  inserting  needles, 
and  ordinary  steel  sewing  needles,  (either  No.  3  or  No.  4).  After  the 
copper  plating  and  amalgamating  is  done,  the  insulation  covering  of 
shellac  is  applied  to  the  shaft  of  the  needle,  while  the  point  and  eye 
are  buried  the  required  distance  in  two  corks.  When  treating  pruritus 
ani  with  ultraviolet  rays,  using  the  quartz  compression  method,  the 
quartz  applicator  is  applied  directly  to  the  diseased  area  with  firm 
pressure,  the  time  of  exposure  varying  from  thirty  seconds  to  several 
minutes  according  to  conditions. 

DISCUSSION. 
Dr.  Collier  F.  Martin,  Philadelphia,  Pa.:  The  treatment  with  the  violet  ray 
is  often  inefficient  because  of  poor  penetration.  The  light  is  stopped  by  the  blood- 
current  because  the  blood  acts  as  a  red  filter,  stopping  the  violet  and  ultraviolet 
rays.  For  this  reason,  the  pressure  method  is  being  used.  Firm  pressure  of  the  lamp 
against  the  tissues  produces  a  ischemia,  allowing  the  light  rays  to  penetrate  more 
deeply. 
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Dr.  Edward  B.  Kaple,  Syracuse,  N.  Y.  (a  visitor):  I  understand  Dr.  Murray's 
work  started  this  use  of  the  ultraviolet  light. 

Have  you  made  any  eflort  to  differentiate  these  cases  as  to  whether  the  infective 
agent  was  the  streptococcus,  and  what  the  comparative  results  were  in  the  treatment 
of  these  cases  of  streptococcic  infection? 

Dr.  C.  p.  Gregg,  St  Louis,  Mo.  (a  visitor):  Dr.  Dunne's  paper  was  very  inter- 
esting, particularly  as  I  have  had  occasion  to  follow  up  such  cases  as  Dr.  Stauffer 
mentioned  from  physicians  who  think  they  are  electric  experts.  It  is  quite  common 
to  get  cases  of  rectal  abscess  from  these  people.  I  imagine  from  the  Doctor's  paper 
that  he  is  an  expert  in  the  use  of  electricity  himself,  but  in  the  hands  of  a  tyro  I 
believe  I  would  rather  have  them  use  strychnine  or  any  other  poison  than  electricity, 
because  of  the  fact  that  if  you  get  an  over-dose  from  either  the  positive  or  negative 
pole  you  get  a  sloughing  following.  The  experience  in  St.  Louis  by  people  who  do 
nothing  else  but  treat  rectal  trouble  with  electricity  is  that  they  have  sloughing  and 
hemorrhage  following. 

Dr.  Walter  A.  Fansler,  Minneapolis,  Minn.:  Dr.  Dunne  uses  the  positive  pole 
in  the  treatment  of  his  hemorrhoid  cases  by  electrolysis.  I  have  had  no  experience  with 
the  use  of  the  positive  pole  but  I  have  had  some  experience  with  electrolysis  using 
the  negative  pole. 

In  my  section  of  the  country-  there  are  several  advertisers  in  the  rectal  specialty 
who  use  electrolysis  and  for  that  reason  I  wished  to  find  out  if  it  would  do  what  their 
advertisement  claimed. 

Dr.  Mechling  of  Pittsburgh  very  kindly  furnished  me  with  a  report  of  some 
work  he  has  done  with  electrolysis.  I  tried  it  on  a  series  of  perhaps  60  cases  and  came 
to  the  conclusion  that  any  cases  that  could  be  cured  by  electrolysis  could  be  done 
more  quickly  and  just  as  satisfactorily  by  the  use  of  quinine  urea  hydrochloride. 
For  this  reason  I  have  practically  abandoned  electrol^'sis.  However  Dr.  Dunne  said 
that  he  only  used  electrolysis  in  selected  cases.  I  saw  no  ill  effects  in  the  cases  I 
treated,  but  I  think  it  is  applicable  only  in  the  milder  cases.  The  more  severe  cases 
can  be  done  better  and  more  quickly  by  operation. 

In  regard  to  the  ultra-violet  lamp.  I  now  have  one  in  my  office  on  trial.  In  some 
cases  of  pruritus  it  has  relieved  the  itch,  but  whether  or  not  this  is  permanent  I  am 
not  prepared  to  say.  Indeed  the  more  pruritus  cases  I  see  the  less  I  seem  to  know  about 
treating  them.  I  believe  that  some  of  these  cases  will  get  well  under  violet  ray  and 
some  will  not.  Personally  I  feel  that  any  non-surgical  method  which  will  help  even  a 
part  of  these  cases  should  be  given  serious  attention.  There  is  no  one  treatment  which 
I  think  is  a  "cure  all"  for  pruritus  and  I  do  not  think  that  Dr.  Dunne  advocates  the 
violet  ray  as  such. 

Dr.  William  H.  Stauffer,  St.  Louis,  Mo.:  I  think  in  St.  Louis  every  kind  of 
treatment  is  used — some  men  try  to  cure  everything  about  the  rectum  without  a 
knife,  and  some  use  the  electric  current.  The  latter  has  furnished  me  with  a  large 
number  of  ischiorectal  abscesses.  I  would  like  to  ask  the  Doctor  if  he  has  been 
unfortunate  enough  to  have  any  of  these  cases. 

I  would  also  like  to  ask  him  if  he  has  had  any  experience  with  the  violet  ray  in  the 
treatment  of  cases  of  actinomycosis.  I  have  a  stubborn  case  that  will  not  yield  to 
anything. 

Dr.  Harold  E.  Dunne  (closing) :  I  wish  to  thank  the  gentlemen  for  their  dis- 
cussion. I  believe  I  mentioned  in  my  paper  that  these  methods  were  not  proposed  to 
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take  the  place  of  the  well  known  radical  procedures  but  they  have  their  value  in 
selected  cases.  I  have  used  the  electrolytic  method  of  treating  stricture  and  hemor- 
rhoids, in  suitable  cases,  for  a  number  of  years  and  I  have  yet  to  see  an  abscess 
resulting  from  this  treatment. 

The  rules  for  the  treatment  of  pruritus  ani  with  the  exception  of  the  last  one  (no. 
6)  were  formulated  by  me  after  hearing  one  of  the  late  Dr.  Murray's  first  papers  on 
pruritus  a  number  of  years  ago.  I  have  only  used  the  ultraviolet  rays  for  the  past 
nine  months,  but  these  rules  still  apply,  wliether  the  skin  is  infected  by  the  strepto- 
coccus or  by  other  bacteria,  as  the  rays  are  germicidal. 

Dr.  Martin  is  quite  right  in  saying  the  blood  acts  as  a  color  screen  and  it  is 
for  this  reason  that  the  quartz  compression  method  is  necessary  for  deep  penetration. 
Pressure  produces  dehematization,  the  tissues  are  then  colorless  and  the  ultra-violet 
rays  penetrate  beyond  the  surface. 

I  seldom  use  ointments  in  treating  pruritus  ani.  I  do,  however,  in  treating  burns. 
These  patients  are  actually  sunburned  and  the  anal  region  will  be  sore  and  tender 
for  a  few  days,  zinc  oxide  ointment  is  soothing  to  this  condition. 

I  am  not  sure  the  rays  will  cause  the  absorption  of  fibrous  tissue.  However,  we 
know  the  rays  penetrate  deeply  and  I  have  observed  that  the  tissues,  in  my  cured 
cases,  have  become  soft  and  pliable  and  I  am  inclined  to  believe  that  the  rays  do  cause 
the  absorption  of  this  fibrous  deposit. 

As  to  the  effect  of  the  rays  in  actinomycosis,  I  do  not  know.  The  dermatologists 
are  using  the  ultraviolet  rays  in  the  treatment  of  many  conditions  very  successfully. 

The  ultraviolet  rays  should  not  be  used  with  the  hope  of  cure  of  pruritus  until  all 
pathology  has  been  cleaned  up.  The  rays  will  then  overcome  the  secondary  infection 
of  the  skin  provided  all  other  causes  have  been  removed. 

I  have  never  succeeded  in  demonstrating  the  streptococcus  fecalis.  I  do  not  think 
that  it  makes  a  great  deal  of  difference  as  to  the  nature  of  the  infection,  clinically,  as 
the  ultraviolet  rays  will  destroy  bacteria  as  experiments  and  results  have  shown. 


THE  DIAGNOSIS  OF  CANCER  OF  THE  RECTUM  AND  SIGMOID. 
Daniel  Morton,  M.  D.,  F.  A.  C.  S. 

ST.    JOSEPH,    MO. 

Much  time  and  labor  have  been  spent  by  proctologists  in  attempting 
to  find  out  from  a  careful  history  of  cases  of  cancer  of  the  rectum  what 
is  the  first  symptom  observed  by  the  patient.  Lynch  gives  quite  an 
extended  table  of  this  kind.  There  is  no  one  first  symptom.  Apparently, 
the  symptom  complex  most  frequently  given  is  that  of  a  sudden  unac- 
countable attack  of  constipation  in  a  person  otherwise  normal  in  his 
stooling  habits.  This  constipation  lasts  for  three  to  six  weeks  and  is 
followed  by  a  diarrhea,  especially  active  in  the  morning.  In  six  to  nine 
months  bloody  stools  appear.  This  constipation  has  been  called  the 
"initial   constipation"    of   rectal  cancer,  and  this  diarrhea  has  been 
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called  the  "morning  diarrhea"  of  cancer.  This  symptom  complex  in  the 
sequence  given  should  arrest  the  attention  of  the  doctor  and  suggest 
to  him  the  possibility  of  cancer.  The  constipation  is  not  due  to  constric- 
tion of  the  lumen  of  the  gut.  Its  cause  is  not  known.  It  is  not  the  consti- 
pation of  that  obstruction  which  is  a  late  manifestation  of  the  disease 
and  must  not  be  confused  with  it. 

The  symptoms  of  cancer  of  the  rectum  are  not  very  numerous,  remain 
the  same  throughout  the  illness,  but  vary  greatly  in  character  in  keeping 
with  the  progress  of  the  disease.  Goodsell  and  Miles  classify  them  as 
those,  (a)prior  to  disintegration  of  the  surface  of  the  gro\\'th,  (b)  during 
surface  disintegration,  (c)  when  infiltration  of  perirectal  tissue,  and  per- 
foration of  rectal  wall  has  taken  place,  (d)  when  almost  complete  occlu- 
sion has  occurred,  (e)  when  metastatic  deposits  have  occurred  in  other 
organs.  One  can  pretty  fairly  gauge  what  stage  the  disease  is  in  by  noting 
carefully  the  character  of  the  symptom  group  at  any  given  time. 

The  chief  symptoms  that  we  need  to  discuss  here  and  that  are  present 
in  every  case  of  rectal  cancer  are  (i)  constipation,  (2)  diarrhea,  (3) 
pathologic  stools,  (4)  pain,  (5)  loss  of  weight,  (6)  constitutional  disturb- 
ances. 

1 .  Constipatio7i.  After  the  initial  constipation  spoken  of  above  there 
is  a  constipation  due  to  the  narrowing  of  the  lumen  of  the  gut.  When  the 
gut  above  the  sphincter  is  involved  there  is  an  unsatisfied  sensation  as 
though  defecation  were  not  complete  and  this  is  accompanied  with 
tenesemus.  The  gut  may  even  retain  a  part  of  its  fecal  contents.  As 
obstruction  increases  fecal  impaction  may  occur  with  spasmodic  intesti- 
nal pains  of  a  griping  nature,  and  abdominal  distension,  no  feces  or  gas 
escaping  at  all.  Then  the  feces  become  liquified  more  or  less  and  diarrhea 
supervenes,  relief  occurs  for  a  few  days  and  the  cycle  is  repeated.  The 
bowel  wall  above  the  obstruction  is  weakened  and  may  rupture  and 
cause  death. 

2.  Diarrhea.  In  early  carcinoma  there  is  a  morning  diarrhea; 
later  as  ulceration  occurs  the  bowel  is  intolerant  of  feces  and  expels  it  as 
fast  as  it  comes  down,  but  as  a  rule  at  night  there  are  no  stools,  the 
diarrhea  being  confined  mostly  to  the  daytime.  As  obstruction  increases 
the  diarrhea  and  constipation  alternate. 

3.  Pathologic  Stools.  When  ulceration  begins  blood  and  mucus 
appear  in  the  stools  and  continue  intermittently  throughout  the  progress 
of  the  disease.  It  is  usually  a  bloody  stool  which  brings  the  patient  to  the 
doctor.  There  is  also  pus  at  times  and  fragments  of  the  tumor  may  be 
present.  These  non- fecal  substances  may  ormay  not  be  accompanied  with 
feces,  in  the  later  stages  without  feces.  Hemorrhages  may  be  sufficient 
to  terminate  life  if  a  large  vessel  is  eroded.  This  happened  with  one 
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of  my  patients  while  he  was  on  the  street.  The  pus  comes  from  perirectal 
abscesses  due  to  extension  of  the  disease  beyond  the  rectal  wall.  Should 
such  an  abscess  open  on  the  skin  surface  a  fistula  results. 

4.  Pain.  If  the  cancer  is  of  the  anus,  pain  is  early  and  continuous 
throughout  the  illness.  During  ulceration  pain  is  at  the  seat  of  the  growth. 
During  infiltration  deep-seated  pelvic  pain  is  present  and  when  the  sacral 
plexus  is  involved  there  is  shooting  pain  down  the  thighs  over  the  sacrum 
and  wherever  the  sacral  nerves  are  distributed.  If  abscess  forms  there  is 
the  accompanying  pain  of  that  condition.  When  obstruction  occurs  there 
is  the  intestinal  pain  which  always  accompanies  that  condition.  In 
metastasis  there  may  be  pain  at  the  seat  of  the  secondary  growth.  But 
there  are  cases  where  the  pain  is  not  severe  at  any  time,  when  the  body 
is  overwhelmed  before  local  extension  to  nerves  and  nerve  areas  has  had 
time  to  occur. 

5.  Loss  of  Weight.  There  is  early  a  slight  loss  of  weight  that  is  pro- 
gressive until  the  end  in  the  majority  of  cases,  but  it  is  astonishing  how 
healthy  a  patient  can  look  with  advanced  rectal  cancer.  In  about  one 
3'ear,  however,  the  loss  is  noticeable,  and  when  the  lumen  of  the  bowel 
is  narrowed  the  loss  is  rapid.  Colostomy  will  often  restore  the  loss  from 
this  cause. 

6.  Constitutio7ial  Disturbances.  In  the  final  stages  there  is  the  usual 
cancerous  cachexia  with  all  that  implies,  but  in  the  early  stages  there  may 
be  no  constitutional  evidence  of  disease  at  all.  There  are  the  digestive 
derangements  to  be  expected  and  the  disturbances  that  naturally  follow 
the  secondary  involvement  of  the  liver  and  other  digestive  organs.  If 
obstructive  symptoms  are  not  relieved  we  have  the  horrible  picture  of 
intestinal  obstruction  ending  in  death. 

A  thorough  examination  of  a  patient  suspected  of  having  cancer  of 
the  rectum  should  include  the  following  procedures:  (i)  A  careful  clinical 
history  of  the  patient,  (2)  examination  of  stools,  (3)  a  digital  examination 
of  the  rectum,  (4)  a  digital  examination  of  the  vagina,  (5)  a  bimanual 
examination  of  the  rectum,  (6)  a  procto-sigmoidoscopic  examination, 
(7)biopsy,  a  possible  removal  of  specimen  for  microscopic  examination, 
(8)  a  possible  exploratory  laparotomy,  (9)  a  thorough  differential  diagno- 
sis, (10)  x-ray. 

1.  The  clinical  history  and  its  salient  points  have  been  dwelt  upon 
already. 

2.  Examination  of  stools  should  be  made  as  it  reveals  occult  blood, 
pus  cells,  fragments  of  tumors.  It  may  reveal  the  source  of  rectal  bleeding, 
as  being  parasitic,  or  bacterial  in  origin  or  as  cancerous. 

3.  A  digital  examination  reaches  only  about  four  and  a  half  inches 
from  the  anus,  but  its  value  is  beyond  calculation.  If  the  patient  is  made 
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to  strain  down  while  standing  or  squatting  a  tumor  may  be  brought 
within  reach  of  the  examining  finger.  A  cancer  in  the  rectum  is  felt  as  a 
hard  nodular  irregular  surface,  the  mucous  membrane  is  sHghtly  elevated 
and  thickened  and  adherent  to  the  mass.  If  ulceration  is  present  it  can  be 
felt  and  so  can  narrowing  or  stricture  of  the  lumen.  The  edges  of  the  ulcer 
are  sloping  and  rounded.  The  soft  mass  of  cancer  may  be  recognized 
and  the  finger  retains  the  cancer  odor.  A  further  search  will  reveal  the 
extent  of  involvement  of  lymphatics  and  adjacent  organs.  Departure 
from  this  picture  will  suggest  the  other  disease  from  which  a  differential 
diagnosis  must  be  made. 

4.  A  vaginal  examination  should  invariably  be  made  prior  to  the 
rectal  examination  for  obvious  reasons. 

5.  A  bimanual  examination  is  of  great  value,  and  if  there  is  much 
abdominal  resistance  it  should  be  made  under  an  anesthetic.  Not  only 
can  the  tumor  often  be  outlined  and  located,  but  the  extent  of  neigh- 
boring involvement  made  out  also.  In  gynecology  the  bimanual  examina- 
tion is  routine.  It  should  be  in  proctology. 

6.  A  procto-sigmoidoscopic  examination  is  a  sine  qua  nan.  This 
instrument  is  to  the  proctologist  what  the  opthalmoscope  is  to  the 
occulist.  When  I  began  the  study  of  proctology  under  Matthews  of 
Louisville  in  1887  it  was  hardly  known.  Since  then  it  has  tremendously 
advanced  knowledge  in  this  special  field.  Like  every  other  technical 
procedure  it  requires  skill  and  experience  and  knowledge  to  correctly 
interpret  what  one  sees.  In  cancer  it  must  be  used  with  care,  I  will  not 
attempt  to  describe  all  the  various  appearances  of  cancer  as  seen  through 
the  proctoscope.  No  rectal  work  can  now  be  done  without  the  aid  of 
the  procto-sigmoidoscope.  It  is  invaluable.  It  goes  beyond  the  four  and  a 
half  inches  of  the  examining  finger  and  it  reveals  cancer  at  its  usual 
starting  point — the  recto-sigmoid  juncture.  It  is  a  special  instrument 
and  requires  frequent  use  for  its  mastery. 

7.  Biopsy.  Removal  of  specimen  for  examination  is  condemned 
and  advocated,  and  each  case  must  be  decided  on  its  merits.  It  is 
attended  with  danger  of  hemorrhage,  peritonitis,  metastasis  through 
lymphatics  and  fecal  infection  if  cut  away,  and  if  crushed  the 
specimen  is  of  no  value  for  microscopic  diagnosis  as  its  structure 
is  destroyed. 

8.  Exploratory  laparotomy  is  justifiable  when  the  route  by  rectum  is 
closed  for  any  reason  or  the  growth  is  high  up  in  the  sigmoid  and  cannot 
be  diagnosed  through  the  rectum. 

9.  A  differential  diagnosis  should  be  worked  out  after  all  the  findings 
of  the  study  have  been  made  and  snap  diagnoses  with  their  attendant 
errors  will  thus  be  avoided. 
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10.  The  x-ray  is  valuable  in  differential  diagnosis  principally. 
No  case  can  be  said  to  have  been  thoroughly  examined  without  a 
radiograph  having  been  taken  and  its  findings  noted. 

Differential  Diagnosis.  Cancer  of  the  rectum  may  be  confused 
with  the  following  conditions  and  should  be  differentiated  from  them. 
Some  mistakes  have  been  made  in  diagnosing  non-mahgnant  conditions 
as  cancer.  The  following  are  possible  sources  of  error:  (i)  Hemorrhoids, 
(2)  Wind  internal  fistula,  (3)  polypi,  (4)  superior  pelvic  abscess,  (5) 
intussusception,  (6)  tumors  outside  rectum,  (7)  diverticulitis,  (8) 
syphihs,  (9)  tuberculosis,  (10)  actinomycosis,  (11)  villous  tumors,  (12) 
fibrous  stricture. 

1.  Hemorrhoids.  This  error  has  been  made,  but  can  be  made  onl}^ 
because  of  inadequate  examination.  However,  hemorrhoids  and  cancer 
may  exist  at  the  same  time. 

2.  Blind  Internal  Fistula.  The  induration  of  this  condition  may  con- 
fuse, but  usually  the  opening  can  be  felt  and  the  mucous  membrane  is 
intact  and  when  the  pus  is  discharged  there  is  relief. 

3.  Polypi  are  more  frequent  in  childhood  than  in  adult  life.  The 
tumor  is  movable  and  distinctly  outlined  with  a  pedicle  and  base  and  no 
induration  around  base.  The  tumor  is  small  in  size  and  usually  situated 
within  the  last  two  inches  of  rectum,  there  is  a  clear  or  mucous  or  bloody 
discharge,  if  any,  and  no  odor  to  it,  and  the  growth  has  existed  a  long 
time  and  may  protrude  through  the  anus.  Proctoscopic  examination 
shows  the  true  character  of  the  trouble. 

4.  Superior  Pelvic  Abscess.  The  feel  is  soft  and  there  is  no  discharge 
except  of  pus  which  comes  in  large  quantities  when  rupture  occurs. 
Proctoscopic  examination  is  negative  for  carcinoma  appearances. 

5.  Intussusception.  This  may  confuse  unless  carefully  examined. 
The  weight  loss  is  slight  instead  of  great,  there  is  rarely  any  mucus  and 
the  tenesmus  is  relieved  by  enema.  Proctoscopic  examination  is  negative 
for  cancer  appearances  and  shows  the  gut  with  its  likeness  to  the 
osuteri  with  its  even  contour. 

6.  Tumors  outside  the  Rectum.  The  mucous  membrane  of  rectum 
is  negative  on  proctoscopic  examination  and  the  tumor  can  usually  be 
located  elsewhere  by  vaginal  or  bimanual  examination.  There  is  no 
rectal  discharge.  In  this  connection  it  might  be  well  to  mention  that 
stereoliths  may  be  retained  behind  Houston's  valves. 

7.  Diverticulosis.  It  seems  undoubtedly  true  that  diverticulosis 
of  the  sigmoid  and  descending  colon  have  been  mistaken  for  cancer 
and  operated  upon  as  such,  and  reported  as  such,  all  in  good  faith.  The 
x-ray  will  almost  certainly  establish  the  diagnosis,  but  this  is  too  big  a 
subject  to  discuss  within  the  limits  of  this  paper.  It  is  mentioned  here 
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to  call  attention  to  it  as  one  of  the  things  to  be  most  carefully  considered 
in  a  differential  diagnosis. 

8.  Syphilis.  Because  a  patient  gives  a  positive  Wassermann,  one 
must  not  jump  at  the  conclusion  that  all  disease  in  the  rectum  is  syphi- 
litic. Gummata  of  the  rectum  are  rare  but  promptly  yield  to  luetic  treat- 
ment. Tuttle  speaks  of  a  prohferating  proctitis  as  a  growth  with  fragile 
villous  prolongations.  It  is  said  to  feel  soft,  is  uniformly  distributed, 
there  is  a  diarrhea  from  the  first  of  muco-pus,  a  little  pain,  and  luetic 
treatment  causes  it  to  disappear.  The  proctoscope  will  be  of  value  in 
determining  the  syphilitic  nature  of  the  lesion. 

9.  Tuberculosis.  The  anorectal  fat  in  a  tubercular  patient  is  absent, 
and  the  perianal  region  is  hollow.  A  tubercular  ulcer  of  the  rectum  show's 
a  discharge  of  pus,  the  margins  are  undermined  and  the  base  is  not 
indurated.  Scrapings  from  the  surface  maj'  or  may  not  show  the  bacillus 
but  a  specimen  removed  may  prove  conclusive.  The  surface  is  covered 
with  a  gray  granulation.  Tubercular  ulcer  of  the  rectum  is  rare  though 
of  the  anus  not  so  uncommon.  It  is  usually  associated  with  general 
tuberculosis.  The  proctoscopic  examination  is  of  great  value  here. 

10.  Actinomycosis  is  usually  confined  to  the  caecum  and  appendix, 
but  may  occur  in  the  rectum.  Ulceration  finally  results,  and  the  diagnosis 
between  it  and  cancer  is  very  difficult  to  make  unless  the  so-called 
"sulphur  grains"  of  this  condition  can  be  demonstrated.  I  have  never 
seen  a  case,  and  do  not  know  the  proctoscopic  appearance,  nor  have  I 
seen  it  described  anywhere. 

11.  Villous  tumors  are  papillomata  and  make  their  presence  known 
by  a  glary  white  of  an  egg,  discharge  from  the  anus  producing  even  a 
dozen  passages  of  this  nature  a  day.  Thej'  have  a  broad  pedicle  usually 
placed  obliquely,  the  pedicle  is  not  fixed  to  the  muscular  coat,  the  mass 
is  movable  and  has  a  velvety  feel.  When  removed  it  has  a  marked  tend- 
ency to  recur  and  finally  is  supposed  to  become  carcinomatous.  It  may 
even  protrude  from  the  anus.  The  proctoscopic  examination  will  make 
the  diagnosis. 

12.  Fibrous  stricture  is  of  long  duration,  for  years  even,  and  the 
patient's  health  is  good  and  there  is  no  cachexia.  It  is  smooth  and  hard 
to  the  touch  and  the  rectum  is  freely  movable,  and  it  is  rarely  located  in 
the  sigmoid,  and  discharge  is  rare  and  without  odor.  There  is  nocturnal 
stooling  and  the  appearance  of  the  stricture  is  shiny  and  pale  and  smooth 
and  rarely  ulcerated.  The  proctoscope  is  invaluable  in  making  the  dis- 
tinction from  cancer. 

Cancer  is  the  most  appalling  disease  that  afflicts  humanity,  and 
cancer  of  the  rectum  is  the  most  appalling  of  all  cancers.  Statistics  seem 
to  show  that  of  all  cancer  in  all  parts  of  the  body  50  per  cent  attack 
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the  alimentary  tract,  and  6.2  per  cent  attack  the  rectum.  Of  those  that 
attack  the  ahmentary  tract  16  per  cent  attack  the  sigmoid  and  rectum. 
Of  those  that  attack  the  rectum,  6.7  per  cent  attack  the  anus,  26.3 
per  cent  are  infra-peritoneal  and  67  per  cent  are  supra-peritoneal. 
These  figures  show  that  tiie  peritoneal  cavity  must  be  opened  in  the 
extirpation  of  more  than  two-thirds  of  all  rectal  cancers.  But  I  fear  that 
per  cents  do  not  convey  the  great  frequency  of  this  terrible  malady  to 
the  listener,  and  I  will  give  some  actual  figures  that  will  be  more  impres- 
sive. In  Heiman's  statistics  of  20,054  cases  of  cancer  of  all  parts  of  the 
body,  50  per  cent  were  in  the  digestive  tract,  2910  were  in  the  intestines, 
and  of  these  1204  were  in  the  rectum.  Boas  gives  a  record  of  500  cases  of 
cancer  of  the  digestive  tract  with  83  of  them  in  the  rectum.  In  other 
words,  one  must  think  of  cancer  of  the  rectum  in  terms  of  hundreds  and 
of  thousands  to  appreciate  the  frequency  of  the  disease.  In  the  presence 
of  such  facts  as  these  the  diagnosis  of  cancer  of  the  rectum  should  compel 
the  attention  of  every  doctor. 

St.  Mark's  Hospital,  London,  as  jou  well  know,  is  a  special  hospital 
devoted  to  diseases  of  the  rectum  exclusively.  It  is  the  greatest  hospital 
of  its  kind  in  the  world.  Three-fourths  of  all  cases  of  cancer  of  the  rectum 
sent  to  St.  Mark's  are  too  far  advanced  for  extirpation.  They  arrive  too 
late.  The  experience  of  St.  Mark's  is  the  experience  of  all  proctologists 
everywhere.  The  patients  are  hopelessly  incurable  in  the  majority  of 
cases  when  they  come  into  the  specialist's  hands.  Whose  fault  is  this, 
the  patient's,  or  the  doctor's  who  first  sees  the  patient?  Partly  the  fault 
of  each  and  partly  apparently  no  one's  fault,  but  the  result  of  our  lack 
of  knowledge  of  the  beginnings  of  cancer,  here  as  everywhere.  There  is 
no  pathognomonic  initial  symptom  of  cancer  of  the  rectum  known  at 
present.  Its  onset  is  insidious  and  the  laws  governing  its  origination  are 
unknown.  There  is  a  symptom-complex,  however,  in  every  case  which, 
once  known  to  the  doctor,  demands  at  his  hands  an  immediate  and 
complete  investigation.  This  symptom-complex  may  exist  for  six  months 
before  the  patient  seeks  the  advice  of  a  doctor.  In  that  case  the  responsi- 
bihty  for  delay  rests  upon  the  patient.  When  made  known  to  the  doctor, 
however,  or  elicited  by  him,  no  doctor  can  excuse  himself  for  failure  to 
make  a  thorough  investigation.  If  anything  disqualifies  him  from  doing 
this  he  should  refer  the  patient  to  a  competent  proctologist  who  has  the 
experience,  skill  and  equipment  to  make  a  thorough  clinical  study  of 
the  case. 
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Permit  me  in  the  beginning  of  this  paper  to  disclaim  any  intention 
of  advising  the  abandonment  of  the  knife  in  the  really  operable  cases  of 
rectal  cancer.  I  also  do  not  wish  to  be  put  in  the  position  of  claiming  that, 
in  adapting  the  Percy  cautery  to  the  treatment  of  this  disease,  I  am 
advancing  any  radically  new  principles.  However,  I  am  not  aware  that 
anyone,  heretofore,  has  had  a  foreknowledge  of  Percy's  work  sufficient 
to  apply  the  use  of  the  cautery  in  inoperable  uterine  cancer  to  that  of 
the  rectum.  The  basis  of  this  statement  is  conceded  by  Dr.  Percy,  who 
in  a  personal  communication  assures,  me,  that  so  far  as  he  knows,  no 
one  has  attempted  the  use  of  his  cautery  in  the  treatment  of  rectal 
cancer  as  it  is  to  be  outlined  in  this  paper. 

The  inoperable  case  of  this  disease,  hke  inoperable  uterine  cancer, 
is  always  with  us,  and  it  is  usually  so  hopeless  and  often  so  loathsome 
that  any  method  of  treatment,  that  experience  has  proven  to  be  of  even 
a  kindly  palliative  nature,  is  not  only  justifiable,  but  will,  I  am  sure,  be 
hailed  by  both  patient  and  surgeon  with  expectation. 

It  is  no  part  of  this  paper  to  discuss  with  you  gentlemen,  the  diagno- 
sis or  prognosis  of  this  condition,  because  you  are  already  quite  familiar 
with  both  of  these  questions.  My  only  purpose  is  to  interest  you  in  an 
old  method  of  treatment,  applied  in  a  new  situation,  which  in  my  hands 
has  not  only  been  of  value  as  a  palhative  but  much  more  than  that  in  a 
rather  surprising  number  of  cases. 

I  began  the  use  of  the  Percy  cautery  only  in  the  utterly  inoperable 
and  therefore  hopeless  class,  with  results  that  were  so  manifestly  favor- 
able in  so  many,  that  I  ventured  to  try  it  out  in  a  few  patients  where  the 
knife  would  have  been  justifiable.  It  is  true  that  I  have  not  yet  arrived 
at  the  position  where  I  am  wilhng  to  advocate  the  abandonment  of  the 
knife  altogether  in  the  treatment  of  mahgnant  growths  in  this  situation, 
because  the  knife  has  served  me  well  in  the  past  and  it  may  yet  prove  to 
be  my  best  method  in  the  future,  but  if  the  Percy  cautery  technique 
continues  to  promise  as  much  as  it  seems  to  from  the  experience  that  I 
have  had  with  it  since  the  early  part  of  19 13,  I  shall  certainly  use  and 
urge  its  value  as  a  substitute  for  the  knife  in  cancer  of  the  lower  rectum. 
In  the  inoperable  case  however,  I  have  no  hesitation  in  claiming  that 
this  method  offers  more  than  any  other  treatment  with  which  I  am  famil- 
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iar  at  the  present  time,  and  this  includes  the  knife,  .v-ray,  radium  and 
electro-coagulation  (diathermy).  All  of  these  methods,  in  the  hands  of 
those  familiar  with  their  correct  and  rational  use,  have  undoubtedly 
cures  to  their  credit,  but  the  simplest  method  so  far  devised  is  the  one 
that  it  is  my  pleasure  to  explain  to  you  today.  And  may  I  add  that  I 
believe  that  I  have  w  orked  out  a  technique  whereby  these  unfortunate 
patients  can  be  treated  and  left  in  a  more  nearly  normal  condition,  and 
with  a  very  much  higher  percentage  of  cures  and  a  smaller  primary 
mortality  rate  than  any  other  method  heretofore  advocated. 

Rectal  cancer  like  that  of  the  uterus  is  almost  never  so  hopeless  that 
it  cannot  be  materially  improved  by  the  enhghtened  use  of  the  cautery. 
In  addition  to  this,  Percy  has  most  impressively  shown  from  his  results 
in  the  otherwise  hopeless  type  of  uterine  case,  that  we  have  no  means  of 
knowing  from  the  microscopic  appearance  of  these  supposedly  hopeless 
parasitic  growths  their  potential  malignancy.  Untreated,  however,  the 
patient  is  almost  certain  to  die  a  miserable  death,  but  destroy  his  appar- 
ently irremediable  mass  with  the  cautery  and  the  result  is  always  a 
marked  improvement  and,  not  infrequently,  an  apparent  cure  lasting 
over  the  first  five  year  period  and  often  much  longer. 

The  location  of  the  pathology  in  the  majority  of  my  cautery-operated 
cases  was  in  the  lower  four  inches  of  the  bowel.  Those  whom  I  have 
treated  in  which  the  disease  was  higher  up  are  of  too  recent  date  to  haz- 
ard any  statement  as  to  the  ultimate  results  to  be  of  value  at  this  time. 
We  are  all  aware  of  the  fact,  however,  that  a  low  situated  rectal  carcin- 
oma is  more  Hable  to  metastasis  and  remains  local  a  much  shorter  time, 
than  one  situated  several  inches  up  the  bowel.  This  fact,  regarding  the 
low  growths,  adds  very  materially  to  the  risk  of  the  operation  with  the 
un heated  knife  because  of  the  very  real  danger,  not  only  of  stimulating 
an  increased  activity  of  the  disease  but  also  of  sowing  it  into  new  areas. 
To  my  mind  one  of  the  most  important  services,  that  Percy  has 
rendered,  is  his  insistence  that  most  of  the  value  of  his  treatment  con- 
sists in  the  infiltration  of  heat,  until  all  of  the  fixed  structures  (whether 
cancerous  or  inflammatory),  normally  movable,  are  made  movable  again, 
and  that  this  is  a  more  important  essential  than  even  the  excision  of  the 
malignancy  with  his  hot  knife.  This  statement,  it  will  be  readily  granted, 
is  of  tremendous  importance  to  us  in  dealing  with  a  tube  so  vital  to  the 
real  comfort  of  the  individual  as  is  the  rectum.  In  other  words  we  do  not, 
with  the  heat  treatment,  in  the  majority  of  cases  have  to  excise  it;  and, 
more  than  this,  we  can  leave  many  of  these  patients  in  remarkably  good 
condition  for  approximately  normal  function. 

This  treatment  then,  I  want  to  reemphasize,  is  not  mutilating  and 
the   postoperative   convalescence  is  practically  free  from  suffering.  I 
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have  not  yet  opened  the  abdomen  in  order  to  apply  more  effectively  the 
cauterj'  heat  to  these  growths  in  the  pelvic  sigmoid,  as  Percy  does  in  his 
original  method  when  applying  heat  to  the  uterocervical  junction  and 
to  the  body  of  the  uterus.  But  I  shall  try  out  this  undoubtedly  valuable 
procedure  in  a  series  of  cases  and  give  you  the  results  of  my  experience 
at  another  time. 

The  Percy  technique  has  back  of  it  certain  well-defined  and  unques- 
tioned principles.  One  of  these  is  that  the  cancer-cell  is  rendered  sterile 
when  subjected  to  a  continuous  temperature  of  45°C.  (ii3°F.)  for  ten 
minutes.  This  low  heat,  which  carries  only  a  pasteurizing  temperature, 
will  penetrate  farther,  in  destroying  the  cancer  bearing  tissues,  than  is 
ever  possible  when  the  cautery  is  so  hot  that  they  are  burned  up  or 
carbonized. 

Carbon  is  a  most  effective  inhibiter  of  heat  penetration.  A  tempera- 
ture in  the  heating  head  sufficient  to  make  the  cautery  produce  smoke 
from  the  burning  flesh  is  not  only  unnecessary  but  positively  harmful. 
Smoke  usuaffy  means  a  temperature  in  the  iron  of  from  50o°-8oo°F. 
This  will  always  carbonize,  and,  I  repeat,  if  used  in  the  rectum,  is  unnec- 
essarily dangerous.  A  low  degree  of  heat,  as  a  rule,  destroys  only  the 
tissues  that  are  already  of  no  value,  because  of  the  progress  of  the 
mahgnant  process,  and  does  the  least  amount  of  injury  to  the  normal 
cells.  Another  fact  should  be  noted  here,  and  it  will,  I  am  sure,  strongly 
appeal  to  surgeons.  Foffowing  the  heat  treatment  the  parts  are  not 
altered  or  damaged  to  the  extent  that  make  them  unfit  for  further 
surgery,  should  this  prove  necessary.  In  the  development,  so  far,  of  the 
use  of  radium,  x-ray  and  electro-coagulation  (diathermy),  in  the  treat- 
ment of  mahgnant  tumors,  when  it  is  finished,  there  is  httle  hope  for 
doing  anything  further,  should  it  be  necessary,  because  of  the  extensive 
alteration  in  the  normal  tissues.  This  is  in  marked  contrast  to  what 
experience  has  proven  to  be  true  when  using  the  comparatively  low 
degrees  of  heat  from  the  cautery.  The  low  heat  will  leave  the  normal 
connective  tissue  structures  at  the  outermost  confines  of  the  disease,  in 
many  cases,  uninjured,  even  if  more  or  less  involved  in  the  mahgnant 
invasion.  One  of  the  greatest  values  of  this  apphcation  of  the  plain  heat 
is  that  it  does  not  prevent,  I  repeat,  a  subsequent,  almost  normal  return 
or  regrowth  of  the  tissues,  that  had  previously  been  destroyed  by  the 
malignancy.  It  is  also  true  that  the  normal  tissue  cells,  which  may  be 
injured  by  the  heat  during  the  destruction  of  the  tumor,  are  not  influ- 
enced by  anything  but  plain  fire,  and,  therefore,  are  not  beyond  the 
possibility  of  filling  in  again  with  an  excellent  duplicate  of  tissue  not  un- 
like that  of  the  normal  original  pattern.  It  is  also  true  that,  as  the  phys- 
iological demand  for  the  return  of  this  tissue  increases,  it  is  replaced 
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by  a  continuously  better  type,  until  finally  the  original  function  is 
remarkably  well  recovered  or  restored.  The  vitally  necessary  blood  ves- 
sels are  thus  conserved  or  at  least  are  not  often  irreparably  damaged  by 
the  heat  beyond  repair,  as  they  so  frequently  are  by  radium,  x-ray  and 
the  high  frequency  currents  (diathermy).  These  often  produce  bad  polar 
effects  or  postoperative  trophic  tissue  changes  that  work  disaster  like 
an  electric  burn  which  is  so  often  characterized  by  a  late  developing 
endarteritis  and  consequent  trophic  ulcers. 

Percy  deserves  much  credit  for  persistently  bringing  to  our  attention 
the  fundamental  work  of  Dr.  John  Byrne  of  Brooklyn,  N.  Y.,  from  which 
he  has  built  up  a  simple  and  practical  heat  technique.  The  statistics  of 
Byrne  amply  demonstrate  how  valuable  it  is  possible  for  this  heat 
treatment  to  become  in  all  forms  of  cancer.  This  surgeon  made  use  only 
of  the  high  cautery  heat,  doing  a  high  amputation  of  the  cervix  uteri 
for  carcinoma,  and  his  statistics  are  a  sufficient  justification,  if  any  is 
needed,  against  any  question  that  may  arise  as  to  the  value  of  the 
cautery  in  any  form  of  surgical  cancer.  Byrne  reported  60  per  cent  of 
his  cases  alive  and  well  five  years  after  the  high  amputation  of  the  car- 
cinomatous cervix  by  his  cautery  knife.  He  always  followed  the  removal 
of  the  diseased  part  by  the  application,  or,  better,  the  infiltration 
of  heat  into  all  of  the  tissues  left,  after  the  removal  of  the  disease, 
until  they  were  well  dried  out  and  of  the  consistancy  of  "horn" 
or  leather.  He  published  his  results  in  1889  in  a  remarkable  monograph,* 
and  the  statistics  that  he  gives  there  in  favor  of  his  operation  have 
never  been  equaled,  and  also  never  questioned.  In  addition  to  this  he 
had  no  operative  mortality  in  the  very  large  series  of  cases  which 
he   reported. 

Before  giving  a  brief  outline  of  my  technique  I  want  to  call  your 
attention  to  the  three  water  cooled  specula  which  I  have  devised  for  this 
work.  In  my  early  experiences  with  the  cautery  in  the  destruction  of 
cancer  in  this  region,  I  frequently  burned  the  opposite  side  of  the 
rectum.  In  the  final  healing  this  led,  too  often,  to  too  much  scar  tissue 
with  its  consequent  contraction  and  unnecessary  narrowing.  No  such 
results  follow  with  the  use  of  these  instruments.  They  are  most  practical, 
because  with  them  one  can  limit  the  application  of  the  heat  to  the 
pathology  that  he  wishes  to  destroy.  In  this  way  the  uninvolved  tissues 
are  preserved  and  add  greatly  to  the  future  practical  usefulness  of  the 
lower  bowel. 

*  A  digest  of  twenty  years  experience  in  the  treatment  of  uterine  cancer,  including 
367  operations,  by  the  galvanocautery,  by  Dr.  John  Byrne,  M.  D.,  M.  R.  C.  S., 
Edenb.,  reprinted  from  the  Transactions  of  the  American  Gynecological   Society, 

vol.  XLV.,    1889. 
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TECHNIQUE. 

Preparation.  The  usual  preliminary  preparation  for  operation  on  the 
rectum  is  followed.  This  especially  concerns  the  avoidance  of  cathartics 
for  at  least  thirty-six  hours  previous  to  the  time  of  the  use  of  the  cautery. 
The  night  prior  to  the  operation  the  rectum  is  irrigated  with  plain  water 
until  it  returns  clear.  This  clearness,  however,  is  not  always  possible  of 
attainment. 

Diet.  When  it  is  possible,  I  try  to  regulate  the  diet  for  a  few  days 
before  the  operation  in  order  to  eliminate  the  bulk  producing  articles  of 
food  which  leave  too  great  a  residue  in  the  stools. 

Position.  The  ordinary  lithotomy  position  I  have  found  the  most 
convenient  and  practical  when  using  the  cautery. 

Application  oj  the  Cautery.  This  depends  in  some  measure  on  the 
location  of  the  growi;h.  If  the  tumor  is  not  very  large  or  does  not  embrace 
more  than  half  the  circumference  of  the  bowel,  I  incise  both  sphincters 
with  the  cautery  knife  that  Percy  uses  in  his  excision  of  the  breast.  To 
incise  the  sphincters  the  knife  should  be  heated  a  bright  cherry  red  in 
order  to  cut  through  the  tissues  quickly.  This  prevents  too  much  destruc- 
tion of  the  severed  ends  of  the  sphincter  muscle,  and  at  the  same  time 
sears  the  cut  surfaces  sufficient  to  prevent  transplantation  of  cancer 
cells  from  the  exposed  mass  in  the  rectum.  Incising  the  sphincter  defin- 
itely exposes  the  growth,  and,  if  it  is  situated  near  to  this  muscle,  the 
incision  can  be  extended  into  the  mass,  but  it  is  not  necessary  to  go 
through  it  as  the  heat  infiltration  is  the  important  factor  to  be  aimed  at. 
My  water-cooled  speculum  can  now  be  introduced  in  a  way  favorable 
for  the  protection  of  the  uninvolved  strictures.  With  these  instruments 
in  place,  the  cauterj^  head  can  be  laid  on  the  growth,  through  the  cut 
sphincter,  and  allowed  to  remain  from  forty  to  sixty  minutes,  or  until 
the  mass  is  thoroughly  hot  or  pasteurized  in  all  of  its  parts,  being  careful 
to  avoid  carbonization  of  any  of  the  involved  strictures.  If  the  whole 
circumference  of  the  bowel  is  involved  we  can  use  the  water  cooled  jacket 
to  cover  the  heating  iron  in  order  to  protect  the  sphincter  muscle  from 
prolonged  action  of  the  heat.  The  small  water-cooled  vaginal  speculum 
can  also  be  used  to  protect  the  anus  for  the  same  reason.  Either  of  these 
instruments  may  be  found  useful  in  some  situations  or  under  some 
conditions  where  my  special  water-cooled  rectal  speculums  may  not  fully 
meet  the  situation.  I  have  had  two  extra-sized  (as  to  length  and  diam- 
eter), cartridge-shaped,  heating  heads  made  in  order  to  expose  more 
quickly  the  massive  rectal  cancers  to  a  greater  body  of  heating  surface. 
It  is  important  to  remember  that  the  heat  from  these  heads  will  much 
more  quickly  penetrate  the  involved  tissues,  if  they  are  kept  constantly 
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in  contact  with  the  parts  being  treated  until  they  are  thoroughly  and 
completely  heated  through.  To  move  the  heating  head  here,  there  and 
yonder  in  a  nervous,  aimless  or  haphazard  way,  one  can  readily  see,  can 
not  be  conducive  to  the  most  effective  form  of  heat  penetration  or 
diffusion. 

After  Treatment.  There  is  no  special  after  treatment.  Practically  no 
suffering  follows  this  operation  unless  one  has  carelessly  burned  some 
portion  of  the  skin  surface  of  the  buttocks,  and  there  is  no  rise  of  tem- 
perature. The  operated  field  is  covered,  as  a  result  of  the  cauterization, 
with  what  is  equivalent  to  a  rather  tough,  unabsorbing  plaque  or  cap. 
This  makes  it  necessary  to  employ  only  ordinary  care  in  getting 
the  first  bowel  movement,  which  is  commonly  painless.  The  customary 
diet  need  not  be  changed  and  the  patient  can  usually  be  up  and 
about  after  the  first  movement  of  the  bowels,  usually  on  the  third  or 
fourth  da}'. 

To  date  I  have  operated  on  45  cases  by  this  method.  It  is  unneces- 
sary to  report  on  all  of  them  at  this  time,  except  to  say  that  there 
was  no  operative  mortahty.  I  have  selected  three,  however,  which  I 
consider  quite  representative  of  the  whole  series.  My  initial  case  was  in 
1 91 3,  shortly  after  Dr.  Perc3%  then  of  Galesburg,  IHinois,  had  held  his 
first  clinic  on  the  Pacific  coast,  in  which  he  demonstrated  his  use  of  the 
cautery  in  the  treatment  of  inoperable  cancer  at  the  uterocervical  junc- 
tion. These  3  cases  will  serve  to  demonstrate  very  well,  my  adaption 
of  the  Percy  technique  to  mahgnant  disease  of  the  rectum.  I  shall  pur- 
posely report  only  the  essential  facts  that  characterized  my  operation 
on  these  patients.  I  should  properly  say,  also,  that,  in  the  first  two  here 
reported,  I  merely  stuck  the  heating  iron  into  the  rectum  through  the 
anus  and  allowed  it  to  remain  there  until  I  considered  the  growth 
sufficiently  cooked  to  devitalize  it. 

The  technique,  which  I  have  already  outlined,  was  not  adopted  until 
about  three  years  ago,  and  it  has  been  employed  in  all  of  my  cases  since 
that  date.  There  is  no  question  that  the  severing  of  the  sphincter  with 
the  cautery  will  make  it  possible  to  finally  preserve  the  greater  part  of 
this  muscle  as  a  most  useful  organ.  Indeed,  this  has  already  been  demon- 
strated, as  one  of  the  results  to  be  expected,  as  is  shown  in  the  subsequent 
cases  that  belong  to  this  series,  but  which  are  not  here  reported.  This 
means  that  I  do  not  expect  to  report,  hereafter,  that  the  anus  was  con- 
verted, by  this  treatment,  into  a  ring  of  scar  tissue. 

Case  I.  Mrs.  B.,  aged  38,  was  assigned  to  my  service  in  the  Los 
Angeles  County  Hospital.  She  had  a  mass  of  cancer  which  involved  the 
lower  three  inches  of  the  entire  circumference  of  the  rectum.  There  had 
been  two  previous,  but  unsuccessful,  attempts  to  remove  the  growth  by 
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a  general  surgeon.  At  the  last  operation  he  had  removed  some  of  the 
enlarged  and  hard  glands  in  the  patients  groin,  which  were  submitted  to 
the  laboratory,  and  reported  back  as  carcinoma.  You  will  readily  under- 
stand that  this  woman's  condition  was  such  that  she  could  only  be  classed 
as  inoperable  as  far  as  the  cold  knife  is  concerned,  and  hopelessly  so. 
She  insisted,  however,  that  I  do  something.  I  then  explained  to  her 
the  possibiHty  of  at  least  giving  her  temporary  relief  from  the  use  of  the 
cautery  iron.  This  she  readily  consented  to.  Under  ether  anesthesia  the 
hot  iron  was  apphed  through  the  anus  into  the  rectal  mass  and  allowed 
to  remain  at  a  temperature  which  produced  a  simmering  sound  for 
over  an  hour.  The  patient  was  then  put  to  bed  and  I  awaited  results. 
At  the  end  of  four  weeks  most  of  the  cancer  mass  had  sloughed  off, 
leaving  a  clean  granulating  surface  except  on  one  side,  where  I  had 
evidently  not  sufficiently  heated  that  part  of  the  growth.  This  remaining 
section  also  had  the  appearance  of  growing  rapidly.  I  then  made  a 
second  apphcation  of  the  heat  and  was  careful  not  to  fail  in  this  attempt 
to  get  an  adequate  degree  of  heat  penetration.  Following  this  the 
woman  is  ahve  and  well  today,  nine  years  following  her  treatment,  and 
although  she  has  a  bowel  outlet  that  is  a  ring  of  scar  tissue,  and  of  course 
no  control,  it  is  the  normal  position  and  with  a  little  care  in  her  diet  she 
gets  along  very  well. 

Case  II.  I  applied  this  treatment  in  the  same  way  as  the  one  just 
outlined  to  Mrs.  M.,  aged  62,  the  widow  of  a  former  professor  of 
gynecology  in  the  medical  department  of  one  of  the  well-known  mid- 
western  universities.  Mrs.  M.  consulted  me  in  191 7.  but  previously, 
because  of  the  prominence  of  her  late  husband  as  a  surgeon,  it  was  possi- 
ble for  her  to  consult,  and  she  did  see,  not  only  the  well-known  surgeons 
of  the  middle-west,  but  also  many  of  those  on  both  the  Atlantic  and 
Pacific  coasts.  After  these  various  consultations  she  was  not  only  refused 
operation,  but  in  each  and  every  case  was  frankly  told  that  her  only  hope 
was  the  temporary  relief  that  a  well-placed  colostomy  would  give  her. 
My  examination  disclosed  not  only  that  this  patient's  rectum  was 
extensively  involved,  but  that  the  disease  had  also  invaded  the  posterior 
wall  of  the  vagina.  I  applied  the  Percy  cautery,  as  was  done  in  the  first 
case  reported  above,  with  the  same  experience  of  having  to  reapply  the 
heat  to  the  rectum  in  six  months  following  its  primary  use.  This  patient, 
like  the  other  one,  also  has  an  anal  opening  in  scar  tissue,  but  she  too  gets 
along  very  nicely,  attends  to  the  rather  active  demands  of  her  social 
position  with  zest,  and  in  addition,  when  I  saw  her  recently,  I  was  told 
that  she  never  felt  so  well  in  her  life. 

I  want  to  call  your  attention  again  to  an  impressive  fact,  viz.,  that 
practically  neither  of  these  women  suffered  from  pain  following  their 
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treatment  by  this  method.  Even  a  small  dose  of  morphine  is  an  exceed- 
ingly rare  factor  in  the  after  care  following  a  rectal  cauterization. 

Case  III.  Mrs.  C,  aged  38,  came  with  a  small  growth  on  the  ante- 
rior wall  of  the  rectum  about  the  size  of  a  half  dollar.  In  this  case  I  cut 
the  sphincter  on  one  side  with  the  very  hot  knife  as  outlined  above. 
This  made  it  possible.with  the  finger  in  the  vagina, to  press  the  diseased 
strictures  down  on  the  heating  iron  until  it  was  thorough-cooked.  This 
woman  had  a  perfectly  smooth  convalescence.  Indeed,  as  it  was  possible 
to  manage  this  case,  the  whole  procedure  was  but  a  minor  one.  The 
w^ound  granulated  nicely  and  the  sphincter  healed  and  she  has  now  a 
practically  normal  outlet.  It  is  only  three  years  since  the  operation  on 
this  woman,  but  I  report  it  here  to  illustrate  what  can  be  done  in  the 
early  stages  of  rectal  cancer  with  the  cautery  to  preserve  finally  the 
sphincter  and  leave  the  patient  in  a  nearly  normal  condition  afterwards. 
And,  while  doing  this,  you  will  always  have  the  comfortable  feeling  that 
you  are  not  disseminating  live  cancer  cells  over  raw  surfaces  finally  to 
plague  you  with  their  infernal  reappearance. 


A   METHOD    FOR   ANCHORING    RADIUM    IN    CARCINOMA 

OF  THE  RECTUM. 

J.  Rawson  Pennington,  M.  D.,  F.  A.  C.  S. 

CHICAGO,    ILL. 

In  carcinoma  of  the  rectum  and  pelvic  colon,  the  usual  method  of 
applying  radium  is  on  a  flexible  probe,  especially  if  the  growth  is  located 
in  the  sigmoid  or  upper  rectum,  though  it  is  unsatisfactory.  By  this 
method  one  has  no  means  of  knowing  whether  the  radium  is  well  within 
the  mass  or  simply  impinging  against  it.  Again,  should  the  operator  suc- 
ceed in  locating  the  radium  well  within  the  growth  and  then  fixing 
the  flexible  probe  to  the  body,  he  has  no  assurance  that  it  will  remain 
where  the  destructive  action  is  to  be  exerted;  the  peristaltic  wave  and 
sphincter  contractions  may  change  these  relations.  Should  he  pass  it 
down  from  a  colostomy  opening,  the  same  objections  obtain. 

To  overcome  these  objections,  I  passed  a  beaded  seton*  through  the 
colostomy  opening,  the  pelvic  colon,  rectum,  and  beyond  the  anus,  the 
beads  forming  the  scale.  In  this  case  the  distance  from  the  verge  of  the 
anus  to  the  nearest  edge  of  the  growth  was  four  inches  (10  cm.). 
Accordingly,  a  piece  of  braided  silk  of  sufficient  length  was  taken  and 

*  Pennington,  J.  Rawson.  Method  for  Anchoring  Radium  in  Carcinoma  of  the  Large 
Bowel.  J.  Am.  M.  Assn.  Feb.  4,  1922,  lxxviii,  348. 
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threaded  through  half  a  dozen  perforated  buckshot;  the  latter  were  tied 
four  inches  apart,  and  the  radium  attached  to  the  seton.  In  this 
instance,  as  stated,  that  was  the  distance  from  the  anus  to  the  growth. 
Now,  by  pulling  on  the  opposite  end,  the  radium  was  located  in  one 
sitting  on  the  proximal,  and  in  the  next  at  the  distal  extremity  of  the 
carcinomatous  mass.  By  the  plan  proposed  here,  after  the  distance  of 
the  growth  from  either  the  colostomy  or  the  anal  opening  has  been 
determined,  the  radium  can  be  readily  placed  and  maintained  in  the 
exact  position  desired,  with  no  inconvenience  to  the  patient. 

The  objection  to  radium  and  roentgen  rays  in  deep-seated  structures 
has  been  that  of  passing  the  rays  through  the  intervening  healthy  tissue. 
Some  have  advocated  incision  of  the  overlying  tissues,  while  others  insert 
needles  into  the  mass  to  get  the  radium  into  the  growth.  By  this  method 
the  radium  is  in  contact  with  the  growth,  and  does  not  preclude  the  use 
of  the  radium  needles.  The  same  principle  might  be  employed  in  carcin- 
oma higher  up  in  the  colon,  a  cecostomy  first  being  done  and  a  seton 
next  being  passed  through  the  entire  colon  and  rectum.  In  carcinoma  of 
the  esophagus  or  stomach,  a  stoma  might  be  made  in  the  latter;  and  the 
seton  might  be  passed  through  the  nasal  cavity  and  mouth  for  the  same 
purpose. 

Caution.  Both  ends  of  the  radium  container  must  be  fastened  to 
the  seton,  and  the  latter  must  not  be  removed  until  the  treatment  is 
finished. 


A  CASE  OF  RECTAL  CANCER  CURED  WITH  RADIUM  AND 

OPERATION. 

Curtis  C.  Mechling,  M.  D.,  F.  A.  C.  S. 
Pittsburg,  pa. 

A  female  patient,  aged  65,  had  a  history  of  anorectal  disease  for  ten 
months.  The  examination  showed  a  cancer  lesion  on  the  anterior  rectal 
wall  immediately  above  the  anal  canal.  It  had  infiltrated  through  the 
rectovaginal  septum  producing  a  fistula,  and  had  caused  one  alarming 
vaginal  hemorrhage.  A  colostomy,  after  the  Sistrunk  method,  was  done 
preparatory^  to  a  resection.  Seven  days  after  the  colostomy  operation 
the  patient  had  a  relapse,  diagnosed  as  acute  myocardial  disease,  and 
plans  for  the  resection  were  abandoned.  Three  weeks  later  50  mg.  of 
unscreened  radium  were  placed  in  the  canal  at  the  anorectal  juncture 
and  25  mg.  in  the  vagina,  screened  with  lead  on  the  urethral  side.  The 
element  was  kept  in  accurate  position  by  being  wrapped  in  and  packed 
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about  with  gauze.  The  exposure  was  for  ten  hours.  A  similar  exposure 
was  made  one  week  later  for  twelve  hours,  and  a  third  six  weeks  later 
for  thirty  hours.  This  third  application  was  followed  by  intense  vaginal 
and  moderate  rectal  irritation  and  burning,  which  reached  a  maximum 
in  two  and  one-half  weeks.  Later  there  was  a  profuse  discharge  of 
liquefied  necrotic  material  from  the  rectum,  and  a  slight  amount  of 
mucus  from  the  vagina  continued.  A  fourth  similar  application  was 
made  five  months  later  and  for  a  twenty-four  hour  period.  Following 
this  the  rectal  discharge  was  moderate  in  amount,  and  the  vaginal 
irritation  was  not  excessive.  Stricture  was  noted  two  months  later,  and 
pain  increased  as  the  stricture  narrowed,  so  much  so  that  the  patient 
submitted  to  a  resection  for  the  relief  of  pain,  which  was  done  under 
spinal  anesthesia.  In  all  the  patient  received  4850  mg.  hours,  two-thirds 
being  given  in  the  rectum  and  one-third  in  the  vagina.  The  scar  tumor 
showed  an  anal  stricture  low  down,  another  two  and  one-half  inches 
higher  up,  and  an  unhealed  ulcer  between.  No  cancer  cells  were  found 
in  the  scar  or  in  the  retro-rectal  gland  areas  after  diligent  search  by 
the  pathologist. 

I  have  reported  this  case  as  a  cure  since  there  is  no  evidence  of 
recurrence  two  years  after  resection.  I  attribute  the  cure  to  accurate 
application  of  the  element. 

I  have  records  of  three,  and  personal  knowledge  of  four  other  cases 
of  rectal  cancer  that  refused  colostomy  and  resection  and  sought  radium 
treatment.  In  my  opinion  they  were  all  unfavorable  for  radium  applica- 
tion, owing  to  the  location  of  the  cancer.  These  patients  did  not  survive 
the  usual  ten  to  eighteen  months  of  rectal  cancer  life.  Our  records  show 
another  case  history  of  resection  of  rectal  cancer,  in  a  female,  with 
recurrence  in  the  retro-rectal  glands  three  years  later,  which  was 
radiated  intrarectally  by  an  expert  radiologist  with  no  relief  from  pain 
or  decrease  in  size  of  tumor;  and  with  no  other  result  other  than  an 
intense  proctitis.  This  patient  committed  suicide  before  sufficient  time 
had  clasped  for  a  stricture  to  form. 

I  attribute  the  failure  of  radium  to  cure  in  these  7  cases  of  pri- 
mary rectal  cancer  to  inaccurate  application,  and  its  success  in  our  other 
case,  as  said  before,  to  correct  contact. 

The  securing  of  accurate  contact  of  radium  with  the  cancer,  and  the 
estimation  of  proper  dosage  for  its  destruction,  are  the  essential  points 
to  be  determined  in  radium  therapy  of  lesions  in  any  part  of  the  body. 
This  statement  is  amply  confirmed  by  the  reports  of  many  radiologists 
with  large  experience. 

Grier  writes  "Our  experience  with  malignancy  inside  the  mouth  has 
not  been  so  happy  as  that  of  cutaneous  lesions  or  lesions  on  the  lip." 
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"One  of  our  greatest  difficulties  has  been  to  find  methods  of  keeping  the 
radium  in  contact  with  the  lesion  for  a  long  enough  period  of  time.  In  the 
first  cases  treated  we  attempted  to  have  the  patient  hold  the  radium  in 
contact,  but  this  was  impossible.  We  now  have  the  dentist  devise  a 
method  of  attaching  the  radium  to  the  teeth,  to  a  plate,  or  to  a  modehng 
compound  to  fit.  In  cancer  of  the  tongue  we  have  resorted  to  suturing 
the  radium  in  position.  In  lesions  about  the  tonsil  a  clamp  has  held  the 
radium  in  position.  The  problem  is  made  easier  in  some  instances  by  the 
use  of  radium  needles."  "On  the  whole,  our  experience  with  radium  in 
cancer  of  the  mouth  has  not  been  particular!}^  satisfactory.  We  believe 
this  is  largely  due  to  the  difficulty  in  keeping  the  radium  in  contact  with 
the  lesion  for  a  long  enough  period  of  time."  These  observations  are 
based  on  the  study  of  more  than  300  cases,  and  are  significant  on  account 
of  the  insistence  on  accurate  contact  in  treating  with  radium. 

Boggs  says  "The  results  in  carcinoma  of  the  rectum,  bladder,  esopha- 
gus and  stomach  have  not  been  gratifying  with  radium  and  deep  roent- 
gen therapy,  but  sufficient  palfiation  is  obtained  in  nearly  every  case  to 
justify  raying  mafignant  grow^ths  in  these  locations.  The  reason  that  the 
same  results  are  not  produced  here  as  in  other  locations  is  that  we  are 
treating  thin,  hollow,  functionating  organs  and  the  malignancy  is  of  a 
very  obstinate  type." 

The  brilliant  and  satisfactory  results  achieved  in  the  treatment  of 
cervix  cancers,  I  believe  are  due  to  the  simple  and  accurate  methods  by 
which  radium  can  be  accurately  placed  and  held  in  contact.  In  fact  the 
favorable  reports  in  the  use  of  radium  in  cancer  treatment  have,  for  the 
most  part,  come  out  of  surgical  clinics  where  it  has  been  in  the  hands 
of  surgical  specialists.  The  gynecological  clinics  have  given  radium  its 
most  favorable  reports,  and  were  the  first  to  prove  its  worth.  This  means 
that  an  accurate  surgical  knowledge  is  requisite  to  the  one  applying 
radium,  and  particularly  is  this  true  to  its  application  in  proctologic 
cases. 

In  cases  of  rectal  cancer,  where  the  disease  is  far  advanced  and  where 
stenosis  has  developed,  radium  may  be  placed  and  held,  for  short  periods, 
similarly  as  in  the  cervix.  Restoration  of  the  bowel  lumen,  cessation  of 
bleeding  and  lessening  of  discharge  have  been  reported  in  inoperable 
cases,  but  I  do  not  know  of  any  cure. 

In  order  to  obtain  accurate  contact,  many  methods  have  been 
devised. 

Quick  has  described  a  flexible  type  of  rubber  bougie  applicator, 
designed  to  afford  protection  for  the  uninvolved  rectal  wall  and  to  hold 
the  radium  container  in  a  grove  in  its  side.  Pennington  has  given  us  an 
ingenious  method — the  beaded  seton— for  placing  and  holding  radium 

6. 
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accurately  and  intrarectally.  Colostomy  is  made  a  requisite  in  his 
method. 

In  four  3'ears  we  have  observed  3  cases  of  stricture — annular 
fibrous — which  were  the  direct  result  of  radium  emanation;  where  the 
element  had  been  placed  intrarectally  following  prostatectomy  for  pros- 
tatic cancer.  The  histories  of  these  cases  following  the  radium  applica- 
tion were  strikingly  similar.  There  was  a  historj'  of  discharge  of  mucus 
and  blood  at  and  between  numerous  stools,  together  with  tenesmus, 
burning  and  pain,  which  reached  its  maximum  three  weeks  after  the 
applications  in  each  case.  In  periods  varying  from  three  to  four  months 
some  difficulty  in  moving  the  bowels  became  noticeable,  and,  when 
examined  months  later,  dense  strictures  were  found. 

We  have  not  had  enough  experience  with  stricture,  due  to  radiation, 
to  determine  the  possibility  of  permanent  dilation,  as  the  3  cases  seen 
by  us  died  of  recurrence  of  the  prostatic  cancer  before  much  dilation 
could  be  secured.  These  strictures  were  about  three  inches  long. 

Large  doses  of  radium  are  necessary  to  destroy  rectal  cancer.  The 
retro-rectal  lymph  glands  are  involved  early  and  they  must  be  destroyed. 
To  accomplish  this  the  normal  tissue  adjacent  to  the  ulcer  may  be  dam- 
aged. The  chronic  ulceration  resulting  is  slow  to  heal,  but  this  should  not 
lessen  the  lethal  dosages.  The  first  application  may  be  used  as  a  test. 
If  the  reaction  is  not  too  great,  and  this  is  determined  in  about  two 
weeks,  then  a  second  and  heavier  dose  is  given.  Subsequent  exposures 
are  made  and  the  progress  of  destruction  of  the  tumor  determined  by 
digital  and  ocular  examination. 

The  substitution  of  smooth  and  yielding  tissues  for  hard,  nodular  and 
sloughing  tissue  is  a  safe  guide. 

In  a  recent  review  of  799  rectal  cancers,  treated  in  the  Vienna  clinics 
during  the  last  fourteen  years,  28  were  treated  by  radiation  and  in  all 
but  one  the  effect  was  unfavorable,  pain  and  hemorrhage  not  being 
relieved.  This  unfavorable  report,  I  take  it,  means  that  the  amount 
used  was  too  small. 

It  is  likely  that,  where  radium  of  sufficient  strength  is  used  to  pro- 
vide a  lethal  dose  for  cancer  cells  in  a  rectal  cancer,  a  stricture  will 
result  and  seriously  cripple  the  lower  bowel.  Quick  has  referred  to  this 
complication  in  his  article  quoted  above. 

Colostomy,  temporary  or  permanent,  is  recognized  by  rectal  surgeons 
as  a  prime  necessity  in  the  dealing  with  a  malignant  rectal  tumor.  I  quite 
agree  with  Lynch  that  early  colostomy  is  a  necessity  in  dealing  with  any 
sort  of  rectal  cancer.  Anything  less  is  a  compromise  with  the  disease. 

This  should  hold  with  regard  to  radium  applications  for  several 
reasons,  (i)  To  secure  accurate  contact  a  method  must  be  used  to  dis- 
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count  the  muscular  movements  of  the  pelvic  floor  and  of  the  bowel  itself. 
It  is  necessary  to  determine  the  upper  as  well  as  the  lower  limit  of 
the  growth,  and  it  may  be  necessary  to  introduce  radium  from  above.  The 
colostomy  will  furnish  a  second  point  of  fixation  and  anchorage  for  the 
radium  holder  as  Pennington's  method  provides.  (2)  The  proctitis  follow- 
ing a  lethal  cancer  dose  of  radium  will  be  rendered  more  tolerable  with 
a  colostomy,  and  the  resulting  stricture  will  be  certain  to  require  this. 
It  is  probable  that  the  supply  of  radium  in  these  chnics  is  hmited. 

Knox  states  that  "To  utihze  radium  to  the  utmost,  it  is  imperative 
that  much  larger  quantities  be  used  than  is  customary.  Instead  of  talking 
milligrams,  it  will  be  necessary  to  think  in  grams." 

"The  larger  the  quantity  used  the  shorter  will  be  the  exposure.  This 
in  itself  will  be  an  important  step,  particularly  in  regions  in  w^hich  the 
applications  are  not  well  tolerated,  such  as  the  mouth,  pharynx,  esopha- 
gus, rectum  and  bladder.  The  second  important  point  is  concerned  with 
the  technique  of  application.  In  order  to  obtain  the  maximum  effect  the 
radium  must  be  accurately  applied." 

"The  fixation  of  the  tube  of  radium  in  rectal  cancer  is  not  an  easy 
matter.  Great  skill  is  required  to  get  it  into  a  position  where  it  will  exer- 
cise an  effect.  It  is  suggested  that  radium  needles  could  be  buried  in  the 
mass." 

Radium  is  not  a  "cure  all"  for  rectal  cancer.  It  has  no  selective  action. 
It  exercises  an  action  on  all  Hving  cells,  but  in  different  degree,  according 
to  the  individual  resistance  of  the  particular  cells.  Embryonic  actually 
growing  cells  are  more  readily  affected  than  mature  cells.  The  cells  of  a 
new  growth  resemble  in  structure  and  resistance  young  growing  cells 
of  a  tissue.  It  is  therefore  possible  that  cancer  cells  may  be  easil}*- 
destroyed  by  radium,  if  applied  in  sufficient  strength  and  early.  The  radium 
effect  may  on  the  other  hand  be  stimulating,  and,  instead  of  a  decrease, 
there  may  be  an  increase  in  ceil  activity  and  an  increase  in  size  of  tumor 
if,  the  cancer  cells  are  more  mature  and  of  a  more  vigorous  type.  The 
effect  of  radiation  can  only  be  determined  by  careful  and  frequent 
observation. 

DISCUSSION. 

Dr.  Collier  F.  Martin,  Philadelphia,  Pa.:  The  value  of  the  x-ray  in  the 
diagnosis  of  rectal  pathology  may  be  illustrated  by  the  following  incident: 

A  few  weeks  ago,  a  man  was  sent  to  me  in  whom  a  carcinoma  was  suspected. 
He  had  had  considerable  bleeding  at  stool,  with  some  irregularity  in  frequency  of 
evacuation.  He  also  gave  a  history  of  two  or  three  attacks  of  retention  of  urine. 
Digital  and  instrumental  examination  showed  some  large  bleeding  of  internal  hemor- 
rhoids. A  proctoscope  could  be  passed  but  six  inches.  No  blood  or  discharge  was 
found  at  this  point.  Cystoscopy  showed  kidney  function,  bladder  and  prostate  nor- 
mal. The  patient  was  then  operated  for  hemorrhoids  and  made  an  uneventful  recovery. 
Three  weeks  later,  he  had  another  attack  of  urinary  retention,  with  more  bloody  dis- 
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charge  from  the  rectum.  Proctoscopic  examination  was  negative,  except  that  some 
offensive  bloody  discharge  could  be  wiped  out  of  the  pelvic  colon  with  a  pledget  of 
cotton.  An  .v-ray  showed  a  growth  at  the  promontory  of  the  sacrum.  An  explora- 
tory operation  confirmed  the  diagnosis.  There  was  considerable  liver  involvement, 
and  the  case  inoperable. 

Whenever  I  suspect  pathology  that  cannot  be  felt  or  seen,  I  will  assuredly  have 
an  x-ray  study  made. 

Dr.  E.  G.  Martin,  Detroit,  Mich.:  I  have  never  witnessed  the  heat  treatment 
as  described  by  Dr.  Kiger — It  would  seem  from  his  report  to  equal  radium  in  certain 
types,  and  I  believe  his  experience  warrants  the  very  careful  clinical  continuance  of 
its  use  with  further  reports. 

Cancer  must  be  differentiated  from  other  pathology  very  carefully  in  rectoscopy; 
granuloma,  stricture,  multiple  polyposis,  primary  syphilis,  amoebic  ulceration,  condy- 
lomata, both  acuminata  and  lata  are  at  times  mistaken  for  malignancy. 

The  Mayo  Clinic  has  found  that  in  determining  the  operability  of  a  case  where  the 
abdomen  has  been  opened  for  colostomy — that  the  spleen  is  at  times  involved  as  well 
as  the  liver,  and  should  be  examined  routinely.  Care  should  be  used  also  in  deter- 
mining the  operability,  when  enlarged  retroperitoneal  and  mesenteric  glands  are 
found;  these  glands  are  frequently  enlarged  from  other  causes  than  malignancy, 
and  with  the  liver  and  spleen  free  should  not  adversely  influence  the  determination  to 
operate. 

Pardon  my  digression  from  the  immediate  discussion;  I  wish  to  compliment  Dr. 
Pennington  on  his  original  method  of  applying  radium  in  high  carcinoma — he  is  an 
original  thinker. 

Dr.  Charles  E.  Howard,  Cincinnati,  O.:  I  have  not  had  a  very  extensive  exper- 
ience with  radium.  I  do  not  possess  any,  but  I  have  been  called  on  several  occasions 
to  place  radium  in  the  rectum,  both  through  copper  and  with  needles.  I  believe,  if 
my  understanding  is  correct,  that  in  a  certain  portion  of  the  world  for  certain  types  ot 
cervical  cancer  they  no  longer  operate,  they  use  radium,  and  are  surprised  when  they 
get  poor  results.  In  the  use  of  radium  for  cancer  of  the  rectum  I  would  be  surprised 
if  they  got  satisfactory  results.  It  is  probably  true  that  the  correct  dosage  has  not 
been  given,  but  is  there  a  difference  in  the  susceptibility  of  cancer  of  the  cervix  and 
cancer  of  the  rectum?  I  grasped  that  idea  from  conversation  with  local  men.  I 
recommend  it  for  your  consideration. 

Dr.  John  L.  Jelks,  Memphis,  Tenn.:  I  approach  this  subject  with  fear  and 
trembling,  fearing  I  shall  say  something  I  should  not  say,  or  might  not 
say  something  I  should  say.  I  have  had  both  happy  and  sad  experiences 
with  cancer.  I  was  a  pessimist  a  few  years  ago  when  it  came  to  cancer,  because  I 
had  not  seen  any  case  of  my  own  that  had  gotten  well.  I  could  relieve  them  a  little 
while,  but  they  all  went  the  same  route. 

But  I  want  to  speak  first  of  cancers  and  their  location.  When  I  see  a  cancer  in  the 
lower  two  inches  of  the  rectum  including  the  anus,  I  prefer  referring  that  case  to  a 
radium  therapeutist.  The  reason  therefore  is  apparent.  They  do  not  get  well — surgery 
will  do  them  no  good.  If  there  is  any  treatment  for  that  class  of  cancer  it  is  radium 
or  the  x-ray.  Above  that  area  and  up  to  the  recto-sigmoid  juncture,  if  the  individual 
is  above  forty  years  of  age,  I  believe — as  do  most  of  the  authorities  today — that  if  you 
are  going  to  accomplish  anything  at  all  in  the  way  of  removal  of  cancer  of  the  rectum 
you  can  do  so  with  a  one-stage  operation  (as  to  colostomy).  In  my  section  of  the 
country   if  I    say   colostomy,   the  patients  say   no.    Recently    I    have  had  3  or  4 
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cases  leave  me  and  go  to  the  Mayo  Clinic  because  I  wanted  to  do  a  colostomy — and 
I  believe  the  Mayos  did  a  colostomy. 

The  x-ray  diagnosis  of  cancer  is  not  worth  the  effort.  A  few  dajs  ago  I  saw  a  case 
of  cancer  that  is  now  inoperable,  that  has  been  through  the  hospital  and  through 
the  hands  of  our  best  men,  everything  done,  even  proctoscopy.  I  went  out  to  the 
hospital  with  the  physician  and  I  found  inoperable  cancer  at  the  recto-sigmoid  junc- 
ture. She  is  an  elderly  woman  and  while  she  is  inoperable  I  advised  radium.  Metastases 
occur  late  in  the  aged,  but  if  you  can  get  a  case  of  cancer  of  the  true  rectum  in  one 
above  forty  before  the  metastasis  is  known  to  have  taken  place  or  there  are  symptoms 
of  metastasis,  I  insist  it  is  safer  to  be  operated  by  the  perineal  route,  especially  if  it  is 
a  woman,  than  by  any  other  method.  The  colostomy  that  I  perform  is  just  the  same 
as  on  the  left  side,  only  the  patient  does  not  object  so  seriously  to  that  location.  I 
know  there  are  some  among  you  who  have  seen  or  heard  of  one  or  more  of  these  cases 
that  I  have  performed  the  operation  by  this  method  and  in  whom  I  have  gotten 
absolutely  comfortable  patients  afterwards.  How  and  why  I  cannot  alwaj's  say,  but 
they  are  living  after  several  years,  contrary  to  the  statement  of  some  that  they  all 
die.  They  do  not  all  die,  and  I  believe  there  is  a  class  in  which  we  should  hold  out  hope 
to  the  patient,  notwithstanding  the  fact  that  a  short  time  ago  I  was  the  most  pessi- 
mistic man  in  this  Society. 

Dr.  J.  Rawson  Pennington,  Chicago,  111.:  The  subject  of  cancer  is  the  most 
vital  question  before  the  medical  profession  today.  There  are  a  few  things  and  a  few 
only  that  we  know  about  cancer,  (i)  It  never  begins  in  healthy  tissue.  (2)  It  is  curable 
in  the  early  stages;  and  (3)  chronic  irritation  is  a  predisposing  factor. 

In  view  of  these  facts  it  seems  to  me  that  educating  the  public  is  one  of  the  most 
important  factors  in  the  treatment  of  this  dreaded  disease.  Educate  the  people,  first, 
to  be  examined  periodically;  and  second,  if  they  have  a  rectal  trouble  to  have  it 
treated  at  once. 

Dr.  Louis  J.  Hirschman,  Detroit,  Mich.:  Doctor  Kiger's  paper  on  the  use  of  the 
Percy  cautery  is  a  very  valuable  contribution  and  I  think  it  is  the  thing  for  patients 
who  have  inoperable  cancer.  But  the  greatest  single  thing  we  can  do  for  patients 
with  carcinoma,  operable  or  inoperable,  is  a  colostomy.  The  next  thing  is  that  if  the 
case  is  young,  keep  the  radium  away.  I  have  seen  cases  which  I  knew  were  operable, 
which  on  account  of  treatment  with  radium  were  made  inoperable  because  of  the 
scar  tissue  which  formed.  There  are  cases  where  you  cannot  remove  the  growth  on 
account  of  involvement  of  other  organs,  where  it  is  too  high  for  the  Percy  cautery, 
but  there  is  something  you  can  do  to  stop  the  bleeding  and  give  the  patient  a  chance 
to  build  up  and  prolong  life.  That  is,  either  w^ith  the  finger  or  with  a  curette  under 
sacral  anesthesia  clean  out  all  the  granulation  carcinomatous  tissue  you  can  get  hold 
of  and  then  pack  it  with  gauze  saturated  with  30  per  cent  chloride  of  zinc  solution. 
That  will  cauterize  the  wall  of  that  cavity  as  well  as  a  mild  heating  iron.  It  will  not 
send  heat  into  the  surrounding  tissue,  but  it  will  stop  the  bleeding  and  discharge  and 
give  the  patient  a  chance  to  build  up. 

Our  friends  in  England  are  very  radical  in  their  treatment  of  cancer.  They  never 
try  to  save  anything.  They  do  a  permanent  colostomy  and  remove  everything  they 
can  and  still  leave  the  patient.  They  do  a  partial  colostomy,  then  at  the  second  oper- 
ation they  take  out  the  sigmoid  and  everything  else,  and  Mr.  Miles  informs  me  that 
he  has  gotten  his  mortality  down  by  doing  that. 

Another  thing  is  the  selection  of  an  anesthetic.  I  believe  a  number  of  cases  of  can- 
cer die  because  of  prolonged  operation  under  ether  anesthesia.  But  I  believe  any  one 
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of  the  local  anesthetics,  or  a  combination  of  the  three,  are  very  important  in  conserv- 
ing the  life  of  the  patient  in  this  operation. 

We  all  use  the  high  voltage  ray.  The  Germans  say  they  cannot  focus  it  and  some- 
times healthy  tissue  is  destroyed.  My  proposition  is  to  do  a  preliminary  colostomy  and 
then  use  the  high  voltage  rays  through  the  colostomy.  If  anything  will  destroy  carcin- 
oma it  is  the  high  voltage  ray,  but  it  must  follow  a  preliminary  colostomy. 

Dr.  John  D.  Stewart,  New  York,  N.  Y.:  The  taking  of  histories  is  of  profound 
importance  in  all  patients  that  present  themselves  for  diagnosis  or  treatment.  Up 
to  eight  years  ago,  in  our  clinic,  out  of  every  5  cases  of  cancer  of  the  rectum  that 
came  under  our  observation,  3  had  already  been  operated  for  hemorrhoids  before 
coming  to  us. 

At  one  time  it  was  thought  that  patients  between  the  ages  of  forty-five  and  sixty 
were  more  liable  to  cancer  of  the  rectum  than  younger  individuals.  This  theory  how- 
ever is  rapidly  becoming  disproved,  possibly  perhaps  because  patients  are  more 
ready  to  present  themselves  for  observation  than  was  formerly  the  case. 

Only  last  week  a  man  of  twenty  six  was  seen  with  inoperable  carcinoma  of  the 
rectum  and  not  long  before  that  a  woman  thirty  eight  years  of  age  presented  a  parallel 
case.  There  have  been  cases  under  our  observation  as  young  as  eighteen  years  of 
age;  other  surgeons  report  some  even  younger. 

After  seventy,  however,  cancer  of  the  rectum  is  exceedingly  rare  though  not 
unheard  of.  Personally  I  have  only  seen  one  case  in  the  last  two  years,  and  this  in  a 
man  of  seventy-seven. 

What  is  the  first  symptom  of  cancer  of  the  rectum?  I  have  given  a  great  deal  of 
thought  to  this  phase  and  I  really  think  that  the  most  dominant  condition  is  con- 
stipation alternating  with  diarrhea. 

However,  as  you  know,  even  these  things  may  at  times  be  attributed  to  some 
error  in  diet,  which  makes  the  necessity  for  thorough  examination  with  proctos- 
copy absolutely  essential. 

Unfortunately  pain  in  this  disease  is  not  an  early  symptom  unless  the  growth 
is  low  down  in  the  anal  canal;  the  same  applies  to  rectal  hemorrhage.  It  is  a  well 
known  fact  that  62.5  per  cent  cases  of  cancer  of  the  rectum  occur  at  the  recto-sig- 
moidal  line.  The  resulting  hemorrhage  we  attribute  to  trauma  at  time  of  defecation. 
The  frequency  of  stools  together  with  absorption  are  the  chief  factors  in  the  great 
loss  of  weight  attendant  on  cases  of  cancer  of  the  rectum.  Cachexia  is  of  course  a 
noteworthy  symptom  in  advanced  cases  with  profuse  hemorrhage. 

Besides  the  diarrhea  and  hemorrhage  when  necrosis  actually  sets  in  the  dis- 
charge resulting  is  characteristic  both  in  consistency  and  odor. 

Surgeons  are  pretty  well  united  in  the  view  that  all  the  cases  of  cancers  of  the 
rectum  should  have  exploratory  laparotomies  done.  Of  late  I  have  had  the  privilege  of 
observing  some  very  interesting  things,  chief  among  them  being  cases  deemed  not 
suitable  for  excision  but  which  have  been  given  great  relief  following  permanent 
colostomies,  and  it  seems  to  me  that  when  one  encounters  a  visceral  metastases  it  is 
folly  to  consider  more  radical  procedure. 

In  some  of  these  cases  we  combine  radium  with  palliative  treatment  with  a  fair 
measure  of  success,  being  able  to  relieve  constipation,  diarrhea,  prevent  further 
absorption  and  alleviate  their  pain. 

Dr.  Louis  A.  Buie,  Rochester,  Minn,  (a  visitor):  Compared  with  the  gentlemen 
who  have  been  speaking  on  this  important  topic,  I  am  such  a  novice  in  proctology 
that  I  feel  it  is  quite  a  presumption  on  my  part  to  attempt  any  discussion.  I  came 
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here  purely  in  a  receptive  frame  of  mind,  this  being  my  first  meeting  with  theSocietj', 
and  I  wish  to  say  that  I  have  learned  a  great  deal  today. 

Dr.  Pennington  said  something  that  impressed  me  a  great  deal.  It  was  con- 
cerning the  idea  of  educating  the  people  in  the  anti-cancer  crusade.  It  is  a  great 
problem  to  know  just  exactly  how  this  should  be  done.  When  we  realize  that  only 
3  per  cent  of  all  cancer  occurring  in  the  human  anatomy  can  be  seen  or  felt  by 
the  person  having  the  lesion,  we  see  what  a  tremendous  problem  it  will  be  to  educate 
the  people  to  come  with  their  symptoms  early.  When  symptoms  develop,  the  cancer 
is  usually  far  advanced.  Unquestionablj-,  Dr.  Pennington  has  sounded  the  key- 
note to  the  whole  situation. 

In  our  experience,  we  have  found  colostomy  ver>-  useful.  I  hesitate  to  saj-^  that  that 
procedure  is  more  to  be  used  than  any  other. 

It  is  very  discouraging  to  review  a  series  of  carcinoma  cases  from  the  standpoint 
of  cure.  It  makes  one  feel  that  it  is  quite  possible  the  patients  might  have  lived  just 
as  long  had  they  been  left  alone.  Still  these  things  have  been  tried  out,  and  con- 
sidering the  fact  that  we  have  been  able  to  give  comfort  during  the  remaining  days  of 
life,  we  are  probably  accomplishing  something. 

In  the  work  we  are  doing  in  diagnosis,  it  has  been  our  experience  that  most  of  the 
high  cancers  which  cannot  be  diagnosed  by  the  proctoscope,  can  be  diagnosed  by 
x-ray.  Some  of  the  men  who  came  to  the  Clinic  a  few  days  ago,  saw  a  case  of  diverti- 
culitis of  the  sigmoid  that  showed  malignant  degeneration.  Upon  proctoscope  exami- 
nation, there  was  practically  a  negative  report.  The  only  thing  we  noticed  was  the 
fact  that  there  was  a  constriction  at  the  juncture  of  the  rectum  and  sigmoid,  with  two 
or  three  little  polypoid  tits.  An  x-ray  of  the  colon  showed  a  deformity  which  was 
diagnosed  diverticulitis  with  probable  degeneration.  It  may  be  the  technique  that  is 
used — I  cannot  say — but  certainly  the  men  who  are  handling  the  .v-ray  for  us  have 
been  very  helpful  in  diagnosing  lesions  of  the  colon. 

I  appreciate  very  much  the  privilege  of  speaking  to  you  at  this,  my  first  meeting, 
and  of  hearing  these  excellent  papers.  I  also  wish  to  take  this  opportunity  to  thank 
the  men  who  came  to  the  Clinic  to  see  the  work  and  for  their  helpful  criticisms  and 
suggestions. 

Dr.  Edward  B.  Kaple,  Syracuse,  N.  Y.:  About  a  week  ago  at  a  meeting  of  the 
Syracuse  Academy  of  Medicine  Dr.  Swan  of  Boston  and  Dr.  Simpson  of  the  New 
York  State  Laboratorj'  for  Cancer  Research  at  Buffalo  were  present.  Dr.  Simpson 
was  there  particularly  to  organize  our  Society  for  the  spreading  of  propaganda  in 
New  York  State  along  the  lines  advocated  by  the  American  Society  for  the  Control 
of  Cancer.  Dr.  Pennington's  remarks  in  regard  to  educating  the  people  are  along  the 
line  dwelt  on  by  Dr.  Simpson.  It  occurred  to  me  at  that  time,  and  does  today,  that 
as  a  corrollary  to  that  we  should  educate  the  medical  profession.  I  do  not  believe 
the  people  are  as  far  back  as  the  profession. 

In  regard  to  radium.  Dr.  Mechling  reports  a  case  that  is  fine  to  know  about, 
but  I  think  we  ought  to  know  more  about  the  dosage.  He  says  that  50  gm.  per 
rectum  and  25  gm.  in  the  vagina  of  unscreened  radium  are  inserted  and  left  for  twelve 
hours;  that  this  is  repeated  in  two  weeks,  or  in  three  weeks;  that  resection  was 
done  later  and  no  cancer  cells  were  present.  What  does  that  tell  us?  That  somebody 
stumbled  on  the  dosage  that  happened  to  fit  that  particular  case.  Dr.  Mechling 
says  large  doses  of  radium  are  required  to  cure  rectal  cancer.  That  may  be  true,  but 
the  thing  is  to  know  the  dose  for  the  particular  case.  Some  doctor  might  say  large 
doses  of  arsenic  are  to  be  used  for  skin  lesions,  and  another  physician  gives  a  large 
dose  of  arsenic  and  kills  the  patient.  Somebody  said  after  treatment  by  heat  is  better 
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than  radium.  How  do  you  know?  How  do  you  know  how  good  radium  is?  This  matter 
of  dosage  is  at  present  undetermined  and  it  needs  somebody  to  work  out  the  dosage 
and  the  control  of  that  dosage,  so  that  the  numerous  men  over  the  country  who  are 
using  radium  may  have  something  to  govern  them. 

Dr.  Simpson  told  us  of  a  case  that  was  referred  to  him  by  one  of  the  best  men 
in  Buffalo.  This  woman  had  an  epithelioma  of  the  cervix,  the  type  in  which  radium 
would  be  expected  to  do  its  best  work.  There  was  general  infiltration  and  glandular 
involvement,  and  it  was  looked  upon  as  a  poor  case  for  surgery.  They  advised  radium. 
After  a  few  applications  it  was  apparently  entirely  cured  up.  She  was  examined  by  the 
best  men,  but  there  was  no  evidence  locally.  About  five  montlis  after  he  got  a  letter 
from  her  physician  saying  that  there  was  epithelioma  involving  the  posterior  vaginal 
wall.  She  came  back  and  the  laboratory  confirmed  the  findings.  He  reported  2  cases 
of  that  kind.  There  is  an  error  in  the  use  of  radium  and  I  do  not  think  the  attitude 
should  be  that  when  you  do  not  know  what  else  to  do,  refer  them  to  someone  who  is 
using  radium.  Be  sure  you  have  a  man  who  knows  as  much  as  is  known  in  regard  to 
radium,  and  be  sure  his  supply  of  radium  is  sufficient  to  meet  the  requirements  of  the 
case. 

Dr.  Alfred  J.  Zobel,  San  Francisco,  Cal.:  Speaking  in  general  of  rectal  cancers, 
I  think  we  all  talk  rather  bravely  and  even  optimistically,  but  if  we  are  perfectly 
honest  and  frank  about  it  I  feel  assured  we  will  admit  that  we  all  have  about  the  same 
results. 

There  are  a  few  surgeons  in  this  country  who  have  seemingly  perfected  their 
technique  so  that  they  are  securing  very  good  results  as  regards  apparently  permanent 
cures.  However,  if  we  take  the  run  of  cases  of  rectal  cancer,  just  as  they  usually  come 
to  us,  I  believe  you  will  agree  with  me  that  from  the  standpoint  of  securing  a  per- 
manent cure  most  of  them  may  be  considered  inoperable.  This  may  seem  a  rather 
strong  statement,  but  I  make  it  only  after  having  spoken  to  many  of  our  very  best 
men  all  over  the  country,  and  it  is  the  concensus  of  their  opinions.  But,  let  me  hasten 
to  add,  from  the  standpoint  of  relief  from  suffering  and  prolongation  of  life,  many  of 
these  cases  are  to  be  deemed  operable. 

I  have  always  tried  to  be  particularly  conscientious  with  my  cancer  cases,  and  to 
feel  sure  that  my  patient  would  have  everything  that  would  give  him  the  best 
chance  for  his  life.  As  an  aid  along  these  lines  I  have  made  it  a  point  to  have  asso- 
ciated with  me  in  this  class  of  cases  one  of  the  best  abdominal  surgeons  on  the  Pacific 
Coast.  Yet  our  experiences  have  taught  us  that  a  permanent  cure  is  to  be  looked  upon 
hopefully  as  but  salvage  out  of  the  much  wreckage  we  see.  But  that  one  cure  lightens 
the  heart  and  makes  for  better  work  and  for  still  better  results.  In  those  in  whom 
we  were  not  fortunate  enough  to  secure  the  much  desired  cure,  we  have  at  least 
done  what  was  best  to  relieve  their  suffering. 

We  have  heard  much  today  about  the  necessity  for  making  an  early  diagnosis  of 
a  rectal  cancer,  and  of  the  mistakes  made  by  those  who  did  not  diagnose  it  correctly. 
May  I  add  a  few  words  concerning  the  mistakes  made  in  arriving  at  a  diagnosis  of 
cancer  when  that  disease  is  not  in  reality  present.  I  do  not  know  of  anythmg  m  prac- 
tice that  gives  one  such  a  feeling  of  satisfaction  and  pleasure  than  when  we  can  truth- 
fully tell  an  individual,  or  his  family,  that  what  was  supposed  to  be  a  cancer  is  not  a 
cancer  at  all. 

We  who  follow  special  work  in  proctology  are  not  so  apt  to  make  such  mistakes  in 
diagnosis,  but  not  a  few  are  made  by  those  who  rarely  observe  rectal  cases.  Recently 
a  woman  came  from  a  town,  250  miles  from  my  city,  with  the  request  that  she  be 
given  a  thorough  examination.  I  did  this  but  could  find  nothing  at  fault.  To  be  per- 
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fectly  sure  I  made  a  second  examination,  with  like  results.  1  felt  that  she  would  not 
have  been  sent  from  such  a  distance  unless  it  was  thought  that  something  very  serious 
was  the  matter  with  her,  and  in  all  probability  there  was  a  fear  of  cancer.  Therefore, 
when  I  had  finished  my  examinations,  I  told  her  that  I  could  find  nothing,  and  that 
I  had  looked  particularly  for  cancer,  but  could  assure  her  none  was  there.  At  this  she 
became  quite  hysterical,  and  when  she  regained  her  composure  she  told  me  the  reason 
therefore  was  that  she  had  been  told  she  had  a  large  cancer  low  down  in  the  rectum, 
and  that  an  immediate  operation  which  was  fraught  with  much  danger  to  life  would 
have  to  be  done.  As  a  matter  of  fact  all  that  was  the  matter  with  her  was  that  she  had  a 
uterine  cervix  which  pressed  out  well  into  the  lumen  of  the  rectum,  and  this,  to  the 
unitiated,  felt  like  a  tumor  mass  when  she  was  examined  in  the  dorsal  position.  Had 
the  examiner  then  examined  her  in  the  knee-chest  position  he  would  have  seen  that 
the  supposed  growth  would  probably  have  disappeared. 

We  come  across  so  many  instances  where  we  find  unsuspected  cancer  that  it  is 
with  a  sense  of  great  relief  we  can  tell  a  patient  that  there  is  no  cancer  in  his  case. 

I  have  in  mind  another  case,  an  elderly  lady,  whose  family  had  been  told  by  an 
eminent  internist  that  she  had  a  large  inoperable  cancer  of  the  sigmoid.  What  she 
really  had  was  an  ulcerative  colitis.  When  he  proctoscoped  her  the  ulcerated  and 
bleeding  mucosa  bulged  into  the  lumen  of  his  instrument,  and  he  interpreted  the 
picture  presented  as  a  carcinoma.  Had  he  employed  a  pneumatic  proctoscope,  and 
had  gently  ballooned  the  bowel  out  with  air,  he  would  have  seen  the  supposed  growth 
disappear  before  his  eyes,  and  would  have  been  spared  his  mistake. 

In  the  last  case  which  I  wish  to  speak  of,  again  an  elderly  lady,  there  w-as  a 
fairly  large-sized  growth  encircling  the  entire  anal  orifice,  and  coming  from  within 
the  canal.  It  was  soft,  inflamed-Iooking,  and  eroded  all  over  its  surface.  A  discharge 
of  large  quantities  of  glary  mucus  and  blood  necessitated  the  woman  wearing  a 
napkin  for  a  number  of  years  previously.  It  had  been  pronounced  a  cancer  by  two 
physicians  and  an  operation  was  contemplated.  My  examination  quickly  convinced 
me  that  what  it  was  was  an  old  prolapse  of  the  anorectal  mucosa  which  had  gotten 
in  the  condition  it  was  in  from  sphincteric  pressure  plus  the  constant  rubbing  against 
her  cloths  and  clothing.  A  Hill  operation,  done  under  local  anesthesia,  was  all  that 
was  necessary  to  cure  her  supposed  cancer,  and  a  family  which  thought  a  mother  would 
soon  be  lost  to  them  was  made  supremely  happy. 

DISCUSSION  OF  CANCER  SYMPOSIUM. 

Dr.  Daniel  Morton  (closing):  Sometime  ago  I  asked  myself.  What  is  the  greatest 
physical  ill  that  can  befall  a  human  being?  And  I  came  to  the  conclusion,  afte/  my 
experience  of  thirty-three  years  in  the  practice  of  medicine,  that  it  is  cancer  of  the 
rectum.  Perhaps  the  gynecologist  would  say  cancer  of  the  uterus,  but  I  believe  cancer 
ot  the  rectum  is  the  greatest  calamity  that  can  befall  any  human  being.  Upon  this 
organization  in  a  peculiar  way  rests  the  responsibility  for  a  study  of  this  disease. 
I  am  sorry  that  my  paper  did  not  bring  out  more  discussion  on  the  early  diagnosis  of 
cancer  of  the  rectum.  It  is  not  difficult  to  diagnose  it  in  the  late  stages  if  proper 
care  and  pains  are  taken,  but  it  is  very  difficult  to  diagnose  it  in  the  early  stages. 
If  we  could  perfect  our  means  for  making  an  early  diagnosis  we  would  then  be  in  a 
position  to  operate  early  and  thus  the  patient  would  have  more  chance  for  recovery. 
It  is  the  beginning  of  cancer  of  the  rectum  that  we  need  to  study.  Here  is  where  we 
need  the  light.  Are  we  to  sit  down  and  consider  the  condition  hopeless  of  early  diag- 
nosis? I  do  not  believe  we  are  willing  to  take  that  stand,  but  that  we  ought  to  exert 
ourselves  to  the  utmost  to  push  aside  the  veil  which  hides  from  our  view  the  early 
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beginnings  of  cancer.  That  is  the  plea  of  my  paper;  to  find  out  more  about  the  begin- 
nings of  cancer  of  the  rectum  than  we  now  know. 

Dr.  J.  Rawson  Penningtov  (closing):  Locate  the  position  of  the  cancerous 
growth  either  digitally  or  by  the  use  of  the  proctoscope  or  sigmoidoscope;  then  adjust 
and  fix  the  radium  accordingly. 

Most  physicians  are  qualified  to  make  a  diagnosis  if  they  would  only  employ  the 
knowledge  which  they  have. 

Dr.  Curtis  C.  Mechli.mg  (closing):  I  believe  there  has  not  been  enough  discus- 
sion of  the  use  of  radium  for  cancer  of  the  rectum.  We  know  little  or  nothing  about  it. 
I  glean  from  the  literature  and  from  my  conversation  witii  radiologists,  that  they  do 
not  know  anything  about  it,  and  they  all  confess  the  dilRculty  in  application.  For 
that  reason  I  do  not  believe  that  radium  is  particularly  useful  in  the  treatment  of 
cancer  of  the  rectum.  I  used  it  in  this  case  out  of  necessity.  I  am  not  here  to  plead  the 
cause  of  radium.  I  have  reported  this  case  to  bring  out  a  discussion  and  to  call  atten- 
tion to  the  fact  that  the  reputation  of  radium  has  come  from  the  surgical  specialists, 
from  the  gynecologists,  who  know  how  to  use  it.  If  we  are  to  get  anything  out  of  the 
use  of  radium  in  cancer  of  the  rectum  it  must  come  from  the  proctologists.  I  do  not 
believe  it  will  come  from  the  radiologists. 

So  far  as  dosage  is  concerned,  one  has  given  an  accurate  method  for  determining 
dosage.  It  has  not  been  used  long  enough.  I  do  not  believe  any  of  us  know  much  about 
the  use  of  radium.  It  may  be  useful  if  we  cannot  use  anything  else,  but  as  a  cure  for 
cancer  I  do  not  believe  it  will  ever  come  into  its  own.  I  would  not  buj'  radium.  I 
prefer  to  rent  it.  The  trouble  is  that  in  a  great  many  instances  it  is  in  the  hands  of 
men  who  do  not  know  how  to  use  it. 
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FRIDAY,  MAY   19 

8.00  A.  M.  to  9.30  A.  M. — Proctoscopy — Rooms  152  and  154,  Colonial 
Hospital Dr.  Buie 

10.00  A.  M.  to  12.00  M. — Surgical  Clinic,  St.  Mary's  Hospital. 

Dr.  C.  H.  Mayo 

12.15  P-  M.  to  1.45  P.  M. — Luncheon Dr.  Judd's  Home 

2.00  P.  M.  to  3.00  P.  M. — A'-Ray  Demonstration,  Clinic  Assembly 
Room Dr.  Sutherland 

3.15  P.  M.  to  4.15  P.  M. — Ulcerative  Colitis,  Clinic  Assembly  Room 

Dr.  Logan 

4.15  P.  M.  to  6.00  P.  M. — Seeing  Clinic  and  Kahlcr. 

6.30  P.  M.— Dinner Golf  Club 

Transportation  will  be  provided — Meet  in  Kahler  lobby  at  6.15. 

SATURDAY;   MAY  20 

8.00  A.  M.  to  9.30  A.  AL— -Proctoscopy,  Rooms  152  and  154,  Colonial 

Hospital Dr.  Buie 

10.00  A.  M.  to  12.00  M. — Surgical  Clinic,  St.  Mary's  HospitaL 

Dr.  W.  J.  Mayo 

12.15  P-  ^I-  to  1.45  P.  M Luncheon 

2.00  P.  M.  to  2.30  P.  M. — Radium  and  Rectal  Carcinoma,  Assembly 

Room Dr.  Anderson 

2.40  P.  M.  to  3.00  P.  M. — Carcinoma  of  Caecum,  Assembly  Room. 

Dr.  Judd 
3.10  P.  M.  to  3.30  P.  M. — Review  of  a  year's  Stool  Tests,  Assembly 

Room Dr.    Magath 

3.40  P.  M.  to  4.10  P.  M. — Tubercular  Enteritis  and  Colitis,  Assembly 

Room Dr.  P.  W.  Brown 

4.10  P.  M.  to  4.30  P.  M. — Entameba    Infection,   Assembly    Room 

Dr.  Pollock 
4.45  P.  M. — Visit  to  St.  Mary's  Surgical  Pavilion. 

6.00  P.  M Dinner 

8.50  P.  M. — Special  train  for  St.  Louis,  leaving  Northwestern  Station. 
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